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Introduction to Portfolio
This portfolio comprises of two volumes, produced in fulfilment of the criteria for the 
Psych.D in Clinical Psychology and presents the academic work completed over three 
years. The portfolio is organised chronologically to demonstrate the acquisition and 
development of clinical, academic and research skills throughout training.
Volume 1 is sub-divided into three sections: academic, clinical and research. The 
academic section contains four essays, which examine issues associated with the four 
core placements: Adult Mental Health; Learning Disabilities; Children, Adolescents 
and Families and Older People. The clinical sections contain summaries of four core 
clinical case reports and one specialist clinical case report. It also contains summaries 
of each the clinical placements. The research section contains the Service Related 
Research Project, completed in year 1 ; the Qualitative Research Projects completed in 
year 2; The Major Research Project, completed in year 3 and a research log which 
details research skills, knowledge and experience gained throughout the process of 
training.
Volume two of the portfolio comprises the confidential dossier, which details the 
experience gained on the clinical placements. It contains the placement contracts, 
clinical placement evaluation forms, and logbooks of clinical activity for the four core 
clinical placements and two specialist clinical placements. Owing to the confidential
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nature of this volume, it is retained by the Department of Clinical Psychology at the 
University of Surrey.
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Compare and contrast the evidence base for two different theoretical models of 
Eating Disorders. What implications does this have for the delivery and provision of 
clinical services for people with Eating Disorders?
Introduction
The aims and objectives of this essay will be to compare and contrast one Cognitive 
Behavioural and one Systemic theoretical model of Eating Disorders, before 
discussing the implications this has for provision and delivery of clinical services.
The term ‘Eating Disorders’ encompasses a range of difficulties, however this essay 
will focus specifically on Anorexia Nervosa and Bulimia Nervosa.
The first section of this essay will provide a brief historical overview of Anorexia 
Nervosa and Bulimia Nervosa, clarify the definitions of and attempt to determine 
current rates of prevalence and the prognosis for these two disorders. One Cognitive 
Behavioural (CBT) and one Systemic theoretical model will be described and 
discussed in the second section. The third section will examine the evidence base for 
the efficacy of each model for both disorders. Finally, the efficacy and cost 
effectiveness of these models will be discussed in terms of the implications for the 
delivery and provision of clinical services.
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Definition and Historical Overview
Since biblical times there have been various accounts of individuals from a variety of 
cultures, exhibiting eating related difficulties, which might be interpreted or 
diagnosed today as an Eating Disorder. However, such evidence is purely anecdotal. 
Consequently, it is difficult to pinpoint exactly when the first description of an eating 
disorder was first documented, although there are several accounts, which are 
acknowledged as important in shaping the definition and recognition of Eating 
Disorders, as they are known today (Palmer, 2000).
Anorexia Nervosa
The key features necessary for a diagnosis of Anorexia Nervosa are an intense fear of 
becoming fat, leading to self imposed severe restriction of food intake that results in a 
body weight which is 15% below the expected weight for the individuals’ weight and 
height. This is accompanied by an obsession with and a distorted perception of body 
shape and weight. There is frequently a loss of sexual interest for both males and 
females and amenorrhoea in women (WHO, 1992).
It is widely accepted that in 1689, Richard Morton authored the first medical account 
of a disorder that can be paralleled with Anorexia Nervosa, in which he describes two 
patients with severe appetite and weight loss. Morton eliminated any physical cause 
for these illnesses and attributed the conditions to sadness and anxiety, terming the 
disorder, “nervous consumption”. It is thought there were no further published 
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accounts until 1764 when Robert Whytt presented a case study of what he called 
“nervous atrophy”, which described similar accounts of wasting and starvation. 
(Silverman, 1995)
Eating Disorders did not appear to receive any further serious consideration from the 
medical profession until the latter part of the nineteenth century following 
publications from Sir Richard Gull (1874) (as cited in Palmer, 2000) and Charles 
Lasegue (1874) (as cited in Palmer, 2000). Both are recognised as documenting what 
may be considered the first contemporary accounts of what Lasegue called 
“Hysterical Anorexia” and Gull named “Anorexia Nervosa”. Despite Gull and 
Lasegue raising the profile of Eating Disorders, there appeared to be little 
understanding of the aetiology of Anorexia or of its treatment (Gordon, 1990; Palmer, 
2000).
Initially, Anorexia was erroneously treated as Simmond’s Disease, a disease of the 
endocrine system until it became clear in the 1930’s that these two disorders were not 
related (Gordon, 1990). There was considerable argument during this time as to 
whether Anorexia was a variant of other psychiatric disorders and it was not until the 
1960’s that it was assigned an independent diagnostic category (Palmer, 2000).
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Bulimia Nervosa
This disorder has the same features as Anorexia Nervosa with regard to obsession 
with and distorted perception of body shape and weight. In contrast to anorexic 
patients bulimic patients do not usually appear emaciated and menstruation usually 
continues, as does sexual activity. Although both disorders share many similarities 
the key characteristic of Bulimia Nervosa is excessive binge eating behaviour 
followed by vomiting and/or purging to control weight (Russell, 1979; WHO, 1992).
The term bulimia can be traced back to the 14* century and may be loosely translated 
to mean, “hunger of an ox”. There are a number of references to bulimic type eating 
behaviour, which date back as far as 200AD. However, the majority of these 
references may relate to behaviour or practices that had religious or social 
significance or which may overlap with symptoms of anorexia or pica. Consequently 
it is difficult to determine to what extent the disorder was seen before the 20* centuiy 
(Parry-Jones and Parry-Jones, 1995).
Bulimia was only accorded the status of being a separate disorder in the latter half of 
the 20* century. The first modem paper to describe this syndrome as separate from 
other disorders was written by Boskind-Lodahl (1976) (as cited in Parry-Jones and 
Parry-Jones, 1995) who named the disorder, “bulimarexia”. The term “Bulimia 
Nervosa” did not emerge until the publication of Gerald Russell’s (1979) paper in
© Julia Helen Macleod 2004
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which he proposed it as, “an ominous variant of Anorexia Nervosa” (Parry-Jones and 
Parry-Jones, 1995; Russell, 1979).
Prevalence Rates, Epidemiology and Prognosis
Onset of eating disorders usually occurs during late adolescence and early adulthood 
and is more likely to affect females. It is primarily found in Western cultures although 
there have been recent reports of emergence in other cultures. Development of eating 
disorders appears to be multi-factorial and include social, psychological and 
biological risk factors (Button, 1993,1995; Roth and Fonagy, 1996).
Agreement for prevalence rates of eating disorders tend to vaiy somewhat with 
estimates ranging from between 0.5% and 3.0% for Anorexia Nervosa and between 
1.0% and 3.0% for Bulimia Nervosa (Roth and Fonagy, 1996). However it is thought 
that prevalence could increase to as much as 15% if threshold diagnosis were included 
(Roth and Fonagy, 1996).
Anorexia Nervosa has the highest mortality rate for any psychiatric disorder and is 
thought to be approximately 18% (Roth and Fonagy, 1996). Medical complications of 
the disorder are vast and affect eveiy organ system, these include: menstrual and 
reproductive problems, osteoporosis; gastrointestinal, renal and cardiovascular 
problems; anaemia, skin conditions and neurological complications. If nutrition is 
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restored at an early stage many of these complications are reversible or will at least 
remit if treated, however, some complications result in permanent damage. Reported 
rates of recovery vary from between 40% and 50% and it is thought that 
approximately 49% of those who recover from Anorexia Nervosa go on to develop 
Bulimia Nervosa (Sharp and Freeman, 1993; Goldbloom and Kennedy, 1995 ; Roth 
and Fonagy, 1996).
The medical complications of Bulimia Nervosa can occur in all systems as with 
anorexia, although by comparison they are less serious, renal complications are 
seldom seen but there are additional complications of erosion of dental enamel as a 
result of frequent vomiting. Mortality rates are low although rates of remission and 
relapse are high. Reported rates of recovery vary from between 50% and 62% 
(Mitchell, Specker and de Zwaan, 1991 as cited in Roth and Fonagy, 1996).
Theoretical Models
Anorexia Nervosa began attracting psychological theories during the 1930’s, as by 
this time a psychological component had been acknowledged as intrinsic to the 
disorder, whereas it had previously been treated as a disease of the endocrine system. 
These early psychological theories were drawn largely from the psychoanalytic 
perspective and focused primarily on sexual factors as an interpretation of cause and 
maintenance. Treatment outcome for interventions based on these theories was poor 
(Gordon, 1990).
© Julia Helen Macleod 2004 g
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Probably the first person to dramatically infiuence and contribute to changes in theory 
and practice was Hilde Bruche (1973), (as cited in Gordon, 1990) who argued that 
distorted body image and psychological development in relation to the family and 
childhood experiences combined with a deficient sense of self and an inability to 
respond to internal cues, were the most prominent psychological features of Anorexia 
Nervosa. She also proposed that early mother and child interactions could account for 
the later onset of anorexic behaviour. For example, if the child’s needs received 
insufficient and inaccurate attention fi*om the mother, a distorted perception of self 
and a sense of ineffectiveness develop. It is from these observations that 
contemporary theories and practices have evolved (Gordon, 1990; Button, 1993; 
Silverman, 1995).
Cognitive Behavioural Theories (CRT)
The CBT theories that have evolved for treating eating disorders are founded largely 
on the theoretical models of Beck (1967) and Ellis (1987). The common theme 
underpinning these early cognitive models, which were first proposed for depression, 
are of distorted thinking and irrational beliefs, which are formed as a result of early 
experiences (De Silva, 1995).
© Julia Helen Macleod 2004
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CBT models of Anorexia Nervosa
These basic CBT models have been adapted to accommodate the specific features 
associated with Anorexia Nervosa. According to these models central to the anorexic 
psychopathology are the distorted beliefs about body shape, eating and weight. As a 
consequence of these distortions, fasting behaviour begins and is initially reinforced 
by social response and is also continually self-reinforced by the satisfaction of control 
(Gamer and Bemis, 1982,1985; De Silva, 1995).
The evidence base for the effective use of CBT with anorexia is limited, particularly 
for gold standard randomised controlled trials (RCT’s). Freeman (1995) randomised 
32 female patients with a diagnosis of anorexia nervosa to either a standard in-patient 
programme or to a CBT orientated day patient programme. There were no significant 
differences between outcomes for either group, although none of the day patients 
required admission. At a 3-year follow up the CBT group demonstrated better weight 
retention and fewer relapses and admissions than the in-patient group. However, 
Freeman urges caution in interpreting these results, as he believes there were a 
number of other variables involved in the treatment package that could have equally 
had a positive effect on the outcomes (Freeman, 1995). Other studies have failed to 
find significant effectiveness for CBT. Channon, DeSilva, Helmsley and Perkins 
(1989) compared CBT, behaviour therapy and a standard outpatient treatment. No 
significant differences between treatment groups were found.
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CBT models of Bulimia Nervosa
CBT models of Bulimia Nervosa are similar to those proposed for Anorexia Nervosa 
with the obvious addition of attention to binging and purging behaviour. The most 
widely used and researched CBT model was proposed by Fairbum, (1985) and 
revised by Fairbum and Cooper (1989)
The theory which underpins Fairbum’s model relates to the cognitions that maintain 
the behaviour. This treatment model has three phases: (1) use of education and 
behavioural techniques to establish control and regulate eating behaviour; (2) 
application of cognitive restmcturing techniques to change dysfunctional thinking and 
attitudes, identification of precipitating factors to binge eating and application of 
problem solving techniques; (3) maintenance of change and relapse prevention.
Treatment outcome for use of CBT with bulimic patients has been widely evaluated, 
(Fairbum, Kirk, O’Connor and Cooper, 1986; Fairbum, Jones, Peveler, Carr, 
Solomon, O’Connor, Burton, and Hope, 1991; Fairbum, Jones, Peveler, Hope, and O’ 
Connor; 1993; Freeman, Barry, Dunkeld-Tumbull and Henderson, 1988; Agras, 
Rossiter, Amow, Schneider, Telch, Raebum, Bmce, Perl, M. and Koran, 1992; 
Gamer, Rockert, Davis, and Gamer, 1993) (as cited in Freeman, 1995). Treatment 
outcomes have been compared to group therapy, dmg therapy and other individual 
therapies. Results indicate a greater reduction of binge eating (approximately 70%) 
and there also appears to be higher rates of complete abstinence (up to 50%) of binge
© Julia Helen Macleod 2004 1 \
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eating (Fairbum, Norman, Welch, O’Connor, Doll, and Peveler, 1995). In addition 
Wilson (1996) reports on a range of studies, which indicate that CBT has a broad 
effect on other psychopathology associated with bulimia, such as improvements in 
depression, social functioning and self-esteem. However, most of these findings were 
from studies conducted in specialised centres and practitioners who are highly 
experienced and skilled in the application of this model conducted the therapy. 
Therefore it is unclear how effective this intervention would be in a standard 
treatment setting (Freeman, 1995).
Family Theories
Whilst there is no reliable evidence to support the idea that there is a typical family 
pathology, which predisposes individuals to develop eating disorders, there may be 
some commonality or generalisable factors in the context of how the relationships 
have affected the development of the individual and consequently the disorder. 
(Eisler, 1995) It is widely accepted that Minuchin, and his colleagues (Minuchin, 
Baker, Rosman, Leibman, Milman, and Todd, 1975) and Selvini-Palazzoli (1974) 
proposed the most influential models of family therapy although these have been 
revised and refined over recent years (as cited in Eisler, 1995).
Most of the evidence for family studies relies on clinical observation and self-report 
and this in itself may be problematic (Eisler, 1995). The theory central to family 
systems models is of dysfunctional patterns of family interactions. Minuchin et al 
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(1975) has proposed that there are five typical patterns; lack of conflict resolution; 
over protectiveness; rigidity; enmeshment and triangulation of the sick child in 
parental conflict, so that s/he cannot achieve individuation. Consequently the 
symptoms of anorexia serve a function that enables the family to deny discord other 
than that produced by the illness. Thus, they avoid dealing with underlying issues and 
use the illness as the scapegoat. He proposed “The Psychosomatic Family” model and 
devised “The Family Lunch Session” which is a therapeutic technique where the 
parents are encouraged to create an alliance against the child (Rosman, Minuchin and 
Leibman, 1975; Gordon, 1990; Button, 1993).
Similarly, Selvini-Palezzoli, Civillo, and Selvini, (1989) (as cited in Dare and Eisler, 
1995), despite acknowledging that there are social origins associated with anorexia 
nervosa, proposed that the families of anorexics have typical dynamics, they are over 
involved, with a particularly controlling mother and weak father. Parents are thought 
to be deeply resentful of each other and submerge their conflict by smothering the 
child with excessive attention. She refers to the anorexic pattern of self-starvation as 
the “game” which begins as the adolescent begins to desire control. She also proposed 
that anorexia is more common in affluent households where food is plentiful. It has 
been further suggested that families of anorexic patients present with different 
patterns to those of bulimic patients. Self-reports firom anorexics and their families 
perceive a stable family, which is absent of conflict. Observations of these families 
describe them as more rigid and avoidant of open discussion and conflict (Gordon,
© Julia Helen Macleod 2004 13
Volume I_______  Academic
1990; Button, 1993). It is evident that power is central to the theme of both 
Minuchin’s and Selvini-Palezzoli’s model.
In contrast, bulimic patients report and have been observed to display high levels of 
conflict, the parents are more neglectful and the child appears to respond to them with 
angry and resentful submission. These families have also been identified as having 
externalised problems and alcohol and drug abuse is common, as is overeating and 
obesity. Bulimic patients have been said to perceive their mothers as weak primarily 
because of a critical and abusive father, and tend express ambivalent family 
relationships (Gordon, 1990; Button, 1993; Eisler, 1995)
There have been a number of studies that have attempted to determine the effect of 
parental loss and childhood sexual abuse. Schmidt, Tiller and Treasure (1993) (as 
cited in Eisler, 1995) found that a high proportion of all variants of parental loss were 
associated with people with bulimia but not people with anorexia. High rates of sexual 
and other abuse were reported by anorexics and bulimics (Oppenheimer, 1985; Root 
and Fallon, 1988; Schmidt, Tiller and Treasure, 1993 all cited in Eisler, 1995) 
although their interpretation is difficult to determine because universal measures have 
not been applied to define ‘abuse’ (Eisler, 1995).
A number of studies have shown that high levels of expressed emotions are 
consistently evident in bulimic families and low levels of expressed emotion are 
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consistently recorded in anorexic families which lend support to the theories of high 
conflict and conflict avoidance (Szmukler, Eisler, Russell and Dare, 1985; van Firth, 
1991; LeGrange, Eisler, Dare and Hodes, 1992a; cited in Eisler, 1995). However 
some of the observations and self- reports relating to family function and relationships 
may be an effect of the illness rather than a cause. Family interactions and 
relationships may also reflect the phase of the illness and may not necessarily 
represent earlier family functioning or relationships. Further it could be argued that 
observational studies are subjective and self-reports may be distorted by the 
perception of what an ideal relationship should be. Sociodemographic factors have 
also been thought to be relevant to the aetiology; these have included social class, 
birth order, size of family and parental age (Eisler, 1995). Some features are 
marginally different but these differences are small and inconsistent and they are more 
likely to be found in clinical populations than community samples (Eisler, 1995).
The Maudsley Studies are acknowledged as providing the greatest wealth of family 
therapy research (Szmuckler and Dare, 1991 as cited in Dare and Eisler, 1995). There 
are three controlled treatment trials of importance. The first trial compares family 
therapy with individual supportive therapy over the period of one year following an 
in-patient refeeding programme in patients across a range of age groups. The results 
indicate a positive treatment effect on adolescent anorexic patients (Russell, 
Szmuckler, Dare and Eisler, 1987; Dare, Eisler, Russell and Szmuckler, 1990; 
Russell, Dare, Eisler and Le Grange, 1992b; Eisler, Dare, Russell, Szmuckler andLe 
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Grange, 1993, cited in Dare, 1995). The second study only included adult patients 
with a mean age of 26 years and compared family therapy, individual focal 
psychotherapy and individual supportive therapy. The results of this study are 
incomplete but indicated that two thirds of patients in the family therapy group fell 
into good or intermediate outcome categories, whilst two thirds of the individual 
therapy groups were still assigned to the poor outcome categories (Le Grange, Eisler, 
Dare and Hodes, 1992b; Squire-Dehouk,1993 as cited in Dare and Eisler, 1995). The 
third study compared adolescents assigned to either family therapy or family 
counselling. End of treatment results indicate that both groups show significant 
progress (Crisp, Norton, Gowers, Halek, Bowyer, Yeldham, Levett and Bhat, 1991; 
Dare and Eisler, 1995). Finally, family therapy for bulimic patients has not been 
widely researched. However, a small study of eight patients with a mean age of 16 
years indicated an effective response to family therapy, although this was not 
compared to any other treatments (Dare and Eisler, 1995).
Evaluation of Models
There is no clear evidence that supports CBT as effective in the treatment for anorexia 
Vitousak, 1995; Roth and Fonagay,1996). Many of the trials are thought to 
methodologically flawed and there has been criticism that the key aim of CBT in 
addressing distorted beliefs about body shape and weight, is too simplistic to address 
the complex issues which underlie the anorexic psychopathology. (Vitousek, 1995)
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More recently, researchers have examined the efficacy of the more enriched cognitive 
models such as Cognitive Analytical Therapy (CAT), which has a wider focus on 
intrapersonal problems and emotional dysregulation. In a recent study. Bell (1999) 
identified a range of problems in addition to the eating disorder in 30 patients. The 
most fi'equently found were intrapersonal and interpersonal problems and emotional 
dysregulation (primarily, depression). Compared to CBT, CAT is a less manual based 
and more client-led and individually tapered treatment. It has the advantage of 
addressing the same need to change dysfimctional thinking and eating behaviour 
whilst also addressing the wider range of problems that are so often co-morbid with 
eating disorders, yet it is also time limited (Bell, 1999). Despite this promising report. 
Dare, Eisler, Russell, Treasure and Dodge, (2001) compared the effect of 
psychoanalytic therapy, family therapy, CAT and routine treatment in a group of 84 
outpatients who were randomly assigned to one of the treatments. The majority of the 
patients had a poor outcome, results indicated that there were some improvements for 
patients in the CAT treatment group, although patients assigned to the family therapy 
and psychoanalytic therapy showed the greatest improvements in comparison to the 
routine treatment control group. However, the authors of this paper acknowledge the 
limitations of the study, which appear to have been firaught with setbacks. Owing to 
slow rates of recruitment the expected number of participants were not achieved. 
Further, the service took on a regional and national role, which changed the referral 
pattern, resulting in greater numbers of patients with poor prognosis. Consequently,
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the combination of these additional variables may have confounded the effect of 
treatment outcome (Dare, Eisler, Russell, Treasure and Dodge, 2001).
In stark contrast, evaluations of CBT for Bulimia Nervosa has resulted in this being 
considered the most effective and consequently the preferred treatment option and this 
is further supported in The British Psychological Society’s Service Guidelines for 
People With Eating Disorders (Bell, Clare and Thome, 2001). However, Wilson 
(1996) notes that only 50% of those treated abstain completely from purging and 
binge eating. He argues that despite CBT being acknowledged as the most effective 
treatment for bulimia, results could be improved if reliable treatment predictors were 
identified. This would enable research to focus in patients with poor prognosis who 
would perhaps benefit more from an intense individualised style of CBT in an 
inpatient setting, than from a manual based approach (Wilson, 1996).
The effect of family therapy as an intervention for Anorexia Nervosa has been clearly 
demonstrated to be effective, altiiough patients with an age of onset before 18 years 
appear to have the best response (Roth and Fonagy, 1996). In contrast to CBT models 
it does not ignore intrapersonal and interpersonal issues and empowers the family unit 
towards an improved level of functioning. The Maudsley Studies (Szmuckler and 
Dare, 1991 as cited in Dare and Eisler, 1995) have demonstrated that family therapy 
works best when it aims to alter the pattern of family functioning and interactions 
rather than challenging these patterns. However, the effect of family therapy as a
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treatment for Bulimia Nervosa has not been widely researched and is therefore 
inconclusive at this stage (Dare and Eisler 1995).
Implications for Provision and Delivery of Clinical Services
One area of service provision, which has been largely neglected, is that of prevention. 
At this stage in our understanding of eating disorders there is little scope for primary 
prevention. In order to initiate primaiy prevention we would need to be able to 
highlight the risk factors and as yet, we do not know with certainty, what the risk 
factors are. Secondary prevention could be usefully implemented and would need to 
determine methods of reducing the interval between onset of the disorder and seeking 
treatment (Palmer, 2000). This could be achieved by raising general practitioners’ 
awareness of early symptoms and features and perhaps this is not before time 
(Turnbull, Ward, Treasure, lick and Derby, 1996). An epidemiological study 
examined newly diagnosed cases of Anorexia Nervosa and Bulimia Nervosa in 
primary care. Information was accessed using the General Practice Research Data 
Base and cases were included if the primary diagnosis of the eating disorder was 
made between 1988 and 1994. Each diagnosis was checked for validity by two 
independent psychiatrists. The results showed that 80% of the anorexics diagnosed 
and 60% of the bulimics diagnosed were referred to secondary care. Of one hundred 
diagnosed bulimics, twenty-seven were prescribed laxatives or diuretics at some stage 
prior to diagnosis (Turnbull, Ward, Treasure, lick and Derby, 1996).
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Perhaps the most important issue which service organisation needs to address is 
ensuring that patients get care from an appropriate professional. In order to facilitate 
this it may be necessary to provide education and information to other health 
professionals as eating disorder difficulties can easily be dismissed as unimportant 
through prejudice and ignorance (Palmer, 2000). Patients, families and other 
individuals and organisations who may have contact with adolescent young people 
also need access to information, in order for the prospective patient to make informed 
choices about care and to those close to them to recognise the early stages of the 
illness and to provide the appropriate support (Palmer, 2000).
For anorexia there is general agreement and would appear to be little doubt that 
treatment success is dependent on the successful engagement of the client (Palmer, 
2000). According to BPS guidelines the assessment should be multidisciplinary to 
ensure that all of the patients’ needs are addressed and the appropriate investigations 
and treatments are implemented as eating disorders are multi-factorial in their nature, 
combining a range of psychological, physical and sociological issues. This is 
particularly important given the prognosis of potential physical complications, 
morbidity and mortality associated with the disorder (Palmer, 2000; Bell, Clare and 
Thome, 2001).
There is some controversy over whether services should be should be locally based or 
specialised units that are further from the patients’ home. The latter has the advantage 
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providing a multi-disciplinary team of professionals and in all probability, an in­
patient unit, whereas the former has the advantage of easy access yet possibly not the 
range of professionals. It is often thought that service needs may exceed the demand. 
This suggests that the client group may not be reaching the services either because 
they are not seeking help or because they are not being referred for help. Again this 
reflects the need for information and education (Palmer, 2000)
Despite the findings of the success of family therapy for the treatment of anorexia and 
the success of CBT for bulimia, it has not been conclusively demonstrated that any 
single psychological treatment is preferential to another (Freeman, 1995; Roth and 
Fonagy, 1996). However, it is acknowledged that some form of psychotherapy is 
essential and has greater effect than any other type of support (Roth and Fonagy). The 
use of outcome measures and audits are essential to inform research and practice and 
will ultimately help to determine whether one psychological therapy is superior to 
another for specific disorders. As psychologists are considered to be essential 
members of the eating disorder team there will need to be wider availability of more 
specialist training combined with accessible supervision. (Bell, Clare and Thome,
2001).
Further BPS guidelines suggest that whether or not family therapy is provided, an 
eating disorder service will need some level of family support. Research and 
development should extend to monitoring and auditing service users satisfaction and
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acting on the information obtained, as it has been shown that setting up user forums 
on the basis of this information can greatly improve services. (Mclver, 1991; Leiper 
and Field, 1993; Rogers, Pilgrim and Lacey, 1993 ;Bell, Clare and Thome, 2001).
Conclusion
Current research into the treatment of eating disorders have led to a number of 
implications for the delivery and provision of clinical services. It is clear that the use 
of universal measures and definition of variables such as abuse, would enable risk 
factors to be identified which could lead to methods of primary prevention being 
introduced.
Providing education for primary care staff could result in the earlier diagnosis of 
eating disorders. Less intense treatment programmes could be instigated at a primary 
care level for this patient and could improve prognosis as well as being more cost 
effective.
Finally, it could be useful for other primary care agents were to share information. For 
example, dentists might have early warning of the onset bulimic behaviour if early 
erosion of dental enamel is noticed during routine examination. However, there are 
ethical considerations, which would prohibit this unless the dental practitioner 
becomes a more integrated member of the primary care team.
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Critically review the current status o f assessment and treatment o f dementia in
adults with learning disability \
Introduction
‘Learning Disability’ (LD) is a broad term used to describe a population of 
individuals who have wide-ranging levels of disability that may be due to a variety of 
causes, which may affect cognitive, language, motor and social abilities to varying 
degrees. Similarly, this population differs widely in age, personality and social 
background (Holland, 2000). Likewise, ‘dementia’ is a generic term used to describe 
a collection of progressive diseases, which causes irreversible tissues damage in the 
brain, leading to loss of cognitive functioning and ultimately death (ICD -  10, WHO, 
1992).
Dementia
Dementia is not an inevitable consequence of the natural aging process, although it is 
most frequently seen in older adults and the risk of its development directly 
corresponds to increased age (Alzheimer’s Society 1999; Alzheimer’s Disease 
International, 2000). Dementia is an irreversible degenerative disease of the brain that 
may occur as a feature of a co-morbid disease, a result of brain insult or injury, 
through vascular disease or most commonly through ‘Dementia of the Alzheimer’s 
Type’ (DAT) which accounts for 50% of all diagnosed dementias, compared to 20% 
occurring through vascular disease, 15% diagnosed as Dementia with Lewy Body, 5% 
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being accounted for through Pick’s disease and 5% of ‘other dementias’ (Alzheimer’s 
Society, 1999; Alzheimer’s Disease International, 2000; McMurdo, 1997).
Common to all dementias are a decline in memory and other cognitive skills, for 
example, learning, orientation, agnosia, apraxia and aphasia that are frequently 
accompanied by loss of emotional control, motivation and a decline in social 
behaviour. Onset is usually first noticed by mild, progressing to severe memory 
impairment, where new information fails to be encoded and retrieval of previously 
learned information is erratic, to the degree that the individual may fail to recognise 
close relatives. Decline in other cognitive abilities also progress from mild to severe 
and are eventually impaired to such a degree that the individual may be unable to 
carry out even the most basic functions of self-care, may become bed-ridden, 
incontinent of bladder and bowel functions and may have difficulty in eating and 
swallowing (ICD -  10, WHO, 1992; McMurdo, 1997; Nash, 2000).
Learning Disability and Dementia
At the turn of the last century the life expectancy of people with LD was limited and 
relatively few people survived into adulthood, in 1929 the average life span for a 
person with Down’s syndrome (DS) was 9 years. By 1988 this had changed radically 
and one study estimated that 70% of this population survived to their third decade, 
44% to their sixth decade with 13% surviving to 68 years, (Baird and Sadovnik, 1988, 
Marier and Cunningham, 1992). A recent overview of statistics has suggested that
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people with severe (LD) still have an increased rate of mortality, however people with 
mild to moderate learning disabilities would seem to have a similar life expectancy to 
that of the general population (Raji and Hollins, 2002). As health and social care 
provision has improved over time, so has the life expectancy of people with LD 
increased. People with LD are now surviving into old age and with this increase in 
life expectancy have come the problems associated with and experienced by an aging 
population, including the risk of developing dementia (Holland, 2000).
Much of the research on dementia is devoted specifically to Dementia of the 
Alzheimer’s Type (DAT). In the general population the risk of DAT increases with 
age with prevalence rates of; 1.4% between 65 -  69 years; 2.8% between 70 -  74 
years; 5.6% between 75 -  79 years; 11.1% between 80 -  84 years and 23.6% at 85 
years and over (Alzheimer’s Society, 1999). By comparison the prevalence of 
dementia amongst people with LD other than DS is approximately four times greater 
with an incidence of 13% at 50 years and over, rising to 22% at 65 years and over 
(Alzheimer’s Disease International, 2000). People with LD as a result of Down’s 
syndrome have an even greater prevalence of DAT, which are estimated as follows; 
30 -39 years 2%; 40 -  49 years 9.4%; 50 -  59 years 36.1% and 60 -  69 years 54.5% 
(Alzheimer’s Society, 2000; Alzheimer’s Disease International, 2000; Turk, Dodd and 
Christmas, 2001).
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It may be seen that the link between dementia and LD is not just a product of 
increased longevity in people with LD; it is also appears to be one of increased risk 
and prevalence. Quite apart from the issues of treatment, health and social care 
associated with dementia in any aging population, there are issues attached to the 
management of dementia in people with LD that are specifically related to an earlier 
age of onset (Zigman, Schupf, Haveman, and Silverman, 1995; Raji and 
Hollins,2002).
However, before any of these issues can be addressed a diagnosis of dementia needs 
to be established. As previously stated, people with learning disabilities have widely 
differing levels of intellectual ability and cognitive functioning, consequently 
assessing people for the presence of dementia is problematic as there are currently no 
valid and reliable methods of assessment which have been standardized for this 
population (Oliver, 1999).
Methods of assessment for dementia in people with LD appears to be fraught with 
complications and hazards, this essay will attempt to critically discuss these issues 
and describe current recommendations (Oliver, 1999). This will be followed by an 
appraisal of the interventions and treatments most commonly applied to dementia. 
Finally, the service provision for people with the dual diagnosis of LD and dementia 
will be reviewed. Initially the neuropathology of DAT will be briefly described and 
link between the development of DAT and DS will be examined.
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Neuropathology of DAT
Since the beginning of the twentieth century it has been noted that the characteristic 
plaques and neurofibrillaiy tangles consistent with Dementia of the Alzheimer’s Type 
(DAT) are present in a large proportion of the brains’ of people with Down’s 
syndrome (usually at a much earlier age than would be expected in the general 
population) that have been studied post-mortem. A number of authors cite studies 
claiming incidence is as high as one hundred percent. At one time it was thought that 
these neuropathological similarities might provide a model of accelerated ageing. 
(Ropper and Williams, 1980; Hewitt, Carter and Jancar, 1985; Holland and Oliver, 
1995; Holland, 1997; Jordan, Evenhuis and Janssen, 1997; Oliver, Crayton, Holland, 
Hall and Bradbuiy, 1998; Holland, 2000; Raji and Hollins, 2002).
Despite the evidence of the presence of plaques and neurofibrillary tangles the 
relationship between these Alzheimer type neuropathologies has not been clearly 
determined (Zigman, Schupf, Haveman, and Silverman, 1995). The magnitude of 
plaques and tangles are directly correlated to increasing age and this is when dementia 
becomes the greatest risk for the general population. The fi*equency of plaques and 
tangles appear to accumulate in people with DS by the age of thirty years, which 
would suggest precocious onset of DAT (Ropper and Williams, 1980).
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However, reporting preliminary findings of a longitudinal study, Hewitt, Jancar and 
Carter (1985) suggested there was no correlation between age and cognitive decline in 
people with DS. They administered The Stanford Binet Intelligence Scale (SBIS) to 
assess mental age, not as a preference of the researchers, but because it had been used 
on all patients on admission and therefore provided a consistent baseline. Nursing 
staff were interviewed to provide information about levels of behavioural fimctioning. 
Test retest interval was three and a half years. In addition they screened for evidence 
of loss of visual acuity, hearing loss, dementia, focal neurological signs and presence 
of active illness. The results showed that fifteen people showed a decline in mental 
age functioning, seven increased and one remained unchanged. No correlations were 
found between intellectual decline and age, gender, length of hospital stay or 
intellectual ability at baseline. Only three people were reported as exhibiting a 
decrease on behavioural functioning. However, there were strong correlations 
between intellectual decline and sensory loss. Ten patients showed evidence of visual 
decline and eleven patients were shown to have a hearing loss, none of which had 
been previously detected (Hewitt, Jancar and Carter, 1985). This study highlights the 
need for a comprehensive assessment. The importance of screening for other causal 
factors that may contribute to decline in behaviour, memory and other cognitive skills 
warrants further consideration and will be discussed further in later paragraphs.
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Assessment
One of the key problems with methods of assessment highlighted by early research 
was that much of the information was collected retrospectively from informants and 
case notes. Retrospective assessment continues to be the most commonly applied 
method where early information about ability and functioning are compared to current 
information. Referral for assessment is dependent on changes being noticed and thus 
implies that dementia may already be suspected (Oliver 1999)
However, this approach has numerous pitfalls. Information may be incomplete or 
inaccurate; particularly if the turnover of care workers is or has been high and/or if 
early case notes are incomplete or missing. Informants may not report significant 
change because the level of care may mask symptoms. Care provision may have been 
adapted over time to cater for the individuals changing needs; therefore indications of 
decline may appear less obvious. Conversely some level of deterioration in ability and 
fimction may be reported but which could be accounted for by changes in service 
delivery, resulting in the environment becoming less stimulating and therefore less 
challenging to the individual who needs to utilize previously acquired skills to a lesser 
degree. The nature of decline in dementia may differ from the nature of decline in the 
general population (Oliver 1999; Thompson, 1999).
Carer’s reports are subjective. Informants have different levels of skills, knowledge 
and expectations, as well as differing levels of relationships with the client. This will 
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undoubtedly affect the level of significance they may attach to an individual’s 
behaviour and fimctioning and therefore will affect which information is selected as 
important to convey to the assessor and fails to determine whether the rate of change 
is slow or rapid (Aylward, Burt, Thorpe, Lai and Dalton, 1997; Oliver, 1999; Sims, 
2002). Consequently, retrospective assessment should be based on available tests of 
earlier cognitive fimctioning in conjunction with informant based reports to enable a 
baseline level of fimctioning to be determined, therefore, this method relies heavily on 
the precision of recording pre-existing behavioural and intellectual fimctioning 
(Aylward, Burt, Thorpe, Lai and Dalton, 1997; Burt and Aylward, 1999; 
Oliver,1999).
However, many of the early tests of cognitive fimctioning were not standardised to 
account for the wide variability in cognitive fimction associated with learning 
disabilities, consequently the risk of a ‘floor’ or ‘ceiling’ effect was high and provided 
a threat to accurate diagnosis. Many of the tests lacked reliability and validity and 
standard error may not have sufficiently accounted for fatigue and/or practice effect 
(Thompson, 1999). ‘Floor’ effects in assessments of cognitive fimctioning are most 
commonly associated with severe learning disabilities especially when the client has 
limited verbal communication and/or limited verbal understanding. In contrast tests 
have been designed with an appropriately ‘low’ floor but they also have a 
correspondingly ‘low’ ceiling. Consequently the initial discreet changes associated
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with dementia may be detected but any improvements in skills are likely to remain 
undetected (Oliver, 1999).
It is evident that it is important to be able to separate the presentation of dementia 
from the effects of other causal factors that result in similar impairments. The decision 
to use a retrospective approach should be largely governed by the availability of 
baseline data and carers who have sufficient knowledge of the individual to provide 
appropriate useful for identifying the typical clinical symptoms of dementia (Sims,
2002).
Current recommendations suggest the use of prospective assessments. Aylward, Burt, 
Thorpe, Lai, and Dalton, (1997) produced a report of a working group that was set up 
to develop a diagnostic criteria for people with dementia and learning disabilities. The 
group has the patronage of the International Association for the Scientific Study of 
Intellectual Disability (IASSID) and The American Association of Mental Retardation 
(AAMR). They proposed that the most significant factor to hinder treatment of 
dementia is a lack of standardised diagnostic criteria and procedure and proposed that 
a number of issues should be addressed. Briefly these are that prospective baseline 
tests should be conducted on all LD adults then administered regularly over time. 
Interviews and assessments should also be conducted with carers and other potentially 
useful informants. Prospective assessments have the disadvantage of being more time 
consuming, but focus on the use of neuropsychological tests and informant-based 
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scales, which provide clear standardised scores that are sensitive to change (Oliver, 
1999; Thompson, 1999; Burt and Aylward, 1998,1999,2000).
Prospective assessment is particularly recommended for use with high-risk 
populations such as people with DS. There are numerous studies that support this line 
of thinking (Oliver, 1999). Of the more recent studies Devenny, Krinsky-McHale, 
Sersen and Silverman, (2000) conducted a longitudinal study using the Weschler 
Intelligence Scale for Children-Revised (WISC-R) to measure cognitive decline in 22 
controls with an unspecified LD and 44 DS participants. All had mild to moderate LD 
and all were considered healthy at the time of recruitment. Results indicated a 
sequential cognitive decline with age in the DS group, ‘beginning with a possible pre- 
clinical change’. Krinsky-McHale, Devenny and Silverman, (2002) added support to 
the use of prospective assessment with their longitudinal study, which examined 
changes in explicit memoiy. They compared aging LD controls to an aging DS group 
and found a significant decline in long-term memory storage and retrieval processing 
capacity for the DS group that preceded other clinical symptoms of dementia by up to 
three years.
However, tests of memoiy and other levels of intellectual functioning cannot be 
rigidly specified, as these will be largely determined by the level of learning 
disability. Neither can they stand-alone (Burt and Aylward, 1999). An accurate 
assessment of dementia will also need to examine daily living skills. As previously 
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discussed, early tests of cognitive functioning for people with LD were found to be 
inadequate, allowing for only a fixed level of intelligence and being unsuitable for use 
with people with severe LD. This has led to the development of global functioning or 
social competence tests to compliment cognitive tests. In contemporary literature 
these are now commonly known as tests of adaptive behaviour (Burt and Aylward, 
1999). Assessments focus on abilities such as social responsibility, personal 
responsibility and independent functioning (Prasher, 1999). Studies that lend support 
to their prospective use are numerous. Thompson, (1999) compared the adaptive 
functioning of a DS and non-specified LD group at two time points over one year. His 
findings indicated greater levels of social decline for the DS group with age. This led 
him to speculate that social decline may be an early indicator of dementia in this 
population. In an extension of this research Thompson (2000) found greater cognitive 
decline in a DS sample compared to an LD control sample in accordance with other 
research findings. However, he also found a weak linear relationship between 
cognitive decline and decline in social functioning in the DS group. Perhaps this may 
suggest that early indicators of dementia may not just differ with severity of disability 
but with type of disability?
A further important aspect, which is crucial to assessment, is orientation to people, 
place and time. This is particularly significant for people with severe LD as this may 
be the first indication of dementia. It is recommended that tests of orientation are 
conducted in a familiar environment to reduce anxiety and increase performance 
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levels (Aylward, Burt, Thorpe, Lai, and Dalton, 1997; Burt and Aylward, 1999, 
Thompson, 1999).
Recently the lASSID/AAMR working party has proposed a batteiy of tests to 
standardise diagnostic protocol. It is anticipated that their use will help to distinguish 
age-related changes from dementia in the LD population. The compilation of the test 
battery was a result of a consensus process of members of the working party. Tests 
were chosen to evidence decline in areas required for the diagnosis of dementia and to 
assess specific skill loss. Preference was given to inexpensive tests so as not to 
prohibit their use and which possessed the flexibility to assess people with mild to 
profound disabilities. Baseline assessments are recommended for people with DS 
prior to forty years of age and for people with other LD prior to fifty years of age, 
then conducted regularly every one to five years. A table of recommended tests may 
be seen in appendix 1. Further recommendations suggest that test results are always 
kept with case notes to ensure that the information is easily accessible (Burt and 
Aylward, 2000).
Once dementia is suspected clinical evaluations should then be followed as they 
would for the general population. This should include a full medical assessment to 
exclude any other causal factors that might account for the symptoms, the compilation 
of a complete family and personal history to exclude social or environmental factors.
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This enables the threat of a false diagnosis to be reduced (Aylward, Burt, Thorpe, Lai, 
and Dalton, 1997).
False Diagnosis
Currently there is no cure or treatment available to arrest the process of dementia. 
Consequently it is imperative that misdiagnosis is avoided so that unnecessary distress 
is prevented. Changes in function and behaviour have often been attributed to the 
learning disability itself resulting in important indicators of the onset of dementia 
being ignored. Conversely, organic pathology or socio-environmental causes of 
change have been falsely diagnosed as dementia. Both false positive and negative 
diagnosis may ultimately have devastating effects for both the individual and their 
families/carers (Oliver, Crayton, Holland, Hall, and Bradbury, 1998, Thompson 
1999). As previously mentioned, a number of studies have highlighted the presence of 
health and social problems that have remained undetected or thought to be 
insignificant.
There are a variety of disorders that may lead to a false positive diagnosis of 
dementia. Often they mimic the symptoms of dementia because the level of LD 
inhibits the expression of distress in the expected fashion. One primary care study 
examined the case notes of seventy-five LD people. Consultations with the doctor 
were found to be less than the national average for the general population. Only 57% 
of the people requiring repeat prescriptions were given them following a review, the 
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remainder were provided without follow up. Following physical screening thirty-three 
people were found to have a significant loss of visual acuity, including thirteen who 
were already wearing glasses of an inappropriate prescription. Twenty-seven people 
were found to have a hearing impairment. Only eight people did not have a problem 
that was previously undiagnosed. Reports from carers indicated that they had not 
suspected visual deterioration or hearing loss in any of the people found to have a 
problem (Wilson and Haire, 1990).
Depression is found to be three times more prevalent in DS than any other learning 
disability. It is often indirectly and most commonly expressed as aggression, 
withdrawal, through somatic complaints, increased dependency and irritability 
(Cooper and Callacot, 1994). An early study cites five patients who were referred for 
assessment for dementia. All had cognitive and behavioural deterioration believed to 
be the result of AD. Deterioration was progressive, rather than episodic over a period 
of three to five years. Earliest reported signs were of impaired memory. All five 
exhibited progressive apraxia and aphasia, all became progressively withdrawn, 
incontinent and developed grand mal seizures. There was no evidence of psychotic 
features. Following further investigation each of the patient’s were found to be 
experiencing an episode of major depression (Warren, Holroyd and Folstein, 1989). 
Cooper, (1997) found similar results in a randomised sample of people aged sixty-five 
years and over. He concluded that this population experience higher rates of 
psychiatric conditions as a function of age compared to the general population.
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Anxiety and depressive disorders were most frequently found with dementia being 
common (Cooper, 1997).
Apart from the underestimate of co-morbid disorder, Hollins and Esterhuyzen (1997) 
proposed that the impact of bereavement is also misjudged. They matched fifty LD 
people who had been parent bereaved with fifty non-bereaved controls. They found 
highly significant differences between the groups. Bereaved people showed increased 
irritability, inappropriate speech and hyperactivity. When questioned, 72% of the 
carers did not consider that health or behaviour had been affected by bereavement in 
any of the individuals (Hollins and Esterhuyzen, 1997). It has been further pointed out 
that older adults with learning disabilities may experience multiple losses that may not 
be just related to death. Increasing disability may require institutional type care, 
resulting in loss of home. Loss of carer and other transient figures of attachment may 
be multiple (Hogg, Moss and Cook, 1988). Such studies highlight that a diagnosis of 
dementia should always be one of exclusion of underlying pathologies or problems 
(Zigman, Schupf, Haveman, and Silverman, 1995).
Treatments
There is no treatment to arrest or reverse the effects of AD, although there are 
relatively new ranges of drugs that have some success in slowing the decline of the 
disease and a number of clinical trials continue to monitor the effects (Norman, 1998).
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However, it is notable that people with LD have not been included in treatment trials 
ostensibly because of issues relating to consent (Holland, 1997).
There are a number of psychological methods and programmes that have been applied 
to care settings to improve functioning of the individual with dementia, although there 
has been limited systematic evaluation of interventions such as Reality Orientation, 
Reminiscence, Validation Therapy and Psychotherapy, particularly for people with 
LD (Wood and Roth, 1996). Consequently, they will not be discussed further in 
deference to the word restrictions imposed on this essay.
Perhaps one of the most prominent theories, which would most appropriately apply to 
learning disabled people with dementia, is Kitwood’s (1993) proposal of the effect of 
‘malignant social psychology’. He argues that people with dementia are often 
devalued, de-humanised and de-skilled by the care environment. His observations 
have led to an increasing focus on developing positive care environments. (Wood and 
Roth, 1996). However, whether this philosophy has fiilly extended to care for LD 
people with dementia is questionable. Stalker, Duckett and Downs, (1999) examined 
the care of 20 people with LD and dementia in a variety of care settings. They argued 
that community care reforms had not addressed issues about how choice and 
empowerment can be made meaningful for this section of the population. They found 
that individuals had no choice or control over, their future, where they lived or about 
which daily activities they participated in. Further, they found that people had
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restricted or partially contested choices over daily living matters such as when and 
what to eat and what to wear. They also found that the attitudes and behaviour of 
staff/carers/ family influenced the person’s opportunity to make a choice. Following 
these observations Stalker, Duckett and Downs, (1999) proposed a number of 
strategies to empower choice which included; effective use of verbal and non-verbal 
communication, more ‘risk’ tolerance and less protection and less prediction of a 
person’s preference. They suggested that more effort should be made to determine the 
individual’s preference by offering ‘tasters’ to enable an experience of the choices 
being offered, although these should not be imposed against the person’s will.
Evaluation of literature that recommends care provision would appear to support these 
recommendations. There appears to be a general consensus of opinion as to how 
dementia care for people with LD should be approached. Historically the model of 
care for people with LD has aimed to enrich skills and abilities and preserve function 
(Janicki, Heller, Seltzer and Hogg, 1995). This would seem to be a sound philosophy 
to continue in the presence of dementia.
To summarise recommended guidelines, it is widely suggested that individual needs 
should determine care provision. The overall goal of care is to; maintain 
independence, maintain living situation and prepare the individual, carer/family for 
increased deterioration. The type of care provided will also depend on whether 
dementia is at the early, mid or late stage (Janicki, Heller, Seltzer and Hogg, 1995;
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Raji and Hollins, 2002). Further guidelines suggest adapting existing models with the 
aim to strengthen assessment provision; modify the environment to suit changing 
needs, practice good communication skills, use memory aids, offer the option of an 
advocate or guardian, provide information to client and carer/family, and care and 
support/counselling for the carer who will need help to cope with grief and the 
demands of terminal care (McCallion,1999).
Service Provision for People with Learning Difficulties and Dementia
At the forefront of any service should be a clear pathway to assessment and care 
(Turk, Dodd and Christmas, 2001). One of the foremost arguments related to care 
provision is that we need to avoid further disabling by providing inappropriate care. 
Information and support should be provided for both the individual and their 
relatives/carers so that they have the ability to make informed choice (Stalker, 
Duckett and Downs, 1999). Of great debate is whether people with dementia and 
learning disability should access geriatric services or remain in the learning disability 
service. On the one hand geriatric services offer better provision for dementia but are 
not equipped or trained to deal with the possible demands of a learning disability and 
of course the converse is true of LD services being ill equipped to deal with 
individuals with dementia. Consequently co-ordination between services is essential 
(Turk, Dodd and Christmas, 2001; Raji and Hollins,2002).
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Turk, Dodd and Christmas, (2001) conducted a briefing for service commissioners 
which, highlighted a number of areas that need to be addressed. These included future 
planning of services that will allow for; providing residential, leisure and day care that 
offers smaller groups of people and rooms to facilitate orientation and minimise 
distress. These services should also operate a simplified timetable to allow for cue- 
operated behaviour. Transport would need to be accessible as decline accelerates and 
provision for aids and adaptations need to be planned for. Residential provision will 
also need to address staffing levels and whether adaptations to meet needs such as 
nursing and terminal care can be offered. Further attention will need to be given to the 
design and layout of the building itself, as well as distribution and style of furnishings. 
(Turk, Dodd and Christmas, 2001; McKenzie, 2000). Training of staff is also a key 
element that will be necessaiy. One recent pilot study investigated the knowledge and 
attributions of dementia by care staff in a learning disability setting. The majority of 
staff reported that forgetfulness would be the most significant feature they would 
expect to see, indicating that their understanding of the key features of dementia were 
extremely limited (Whitehouse, Chamberlaine and Tunna, 2000).
Conclusion
Improvements in health and social care services over the past thirty years has led to a 
considerable increase of an aging population of people with learning difficulties. With 
increasing age come all of the problems associated with the general geriatric 
population as well as the additional problems that may affect an individual with 
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learning disabilities. This includes issues relating to retirement, and housing provision 
as well as health care and bereavement. Services have found themselves ill prepared 
to meet these needs and there continue to be issues about care and service provision 
that need to be addressed.
In recent years there has been a great deal of attention paid to the development of 
dementia in people with learning disabilities. Early research highlighted the 
difficulties of diagnosis and assessment of dementia in this population. Primarily this 
has been because there is a dearth of dementia assessments that are standardised for a 
wide range of intellectual disabilities. Psychologists in particular have contributed 
greatly by forming working parties and have risen to the challenge of proposing 
national and international collaboration to standardise the assessment and diagnosis of 
dementia. The result has been a recommended battery of tests, which could be 
universally used by both clinicians and researchers. Similarly working parties have 
been set up to recommend standards for care provision.
People with learning disability are apparently at greater risk of developing dementia 
than the general population, they are also more likely to be referred by a carer than to 
self refer. Current recommendations advocate prospective assessments and this has 
raised some ethical issues. Questions have been raised about whether obtaining 
consent for assessment will cause undue distress, whether the value of the information 
merits the distress and whether prospective assessment contravenes the concept of 
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normalisation and inclusion. Despite the obvious advantages of prospective 
assessment there are ethical considerations that may inhibit its use. How realistic is 
obtaining informed consent? What reasons should be given to explain the need for 
assessment? Judgments need to be made about when to give and when to withhold 
information and who to give or withhold it from. Early diagnosis may help to improve 
the quality of the remainder of life, alternatively early diagnosis may result in 
untimely separations and overshadow other needs. Further, conducting such 
assessments require the arrangement of special conditions, which might be considered 
intrusive and threatening. Many tests of cognitive functioning require continuation 
until successive failures occur and this may have a detrimental effect on self esteem 
and self worth (Oliver, 1999; Sims, 2002).
Sims (2002) has attempted to rationalise these concerns. He argues that obtaining 
consent to carry out a health screen on an individual at risk causes distress in the 
general as well as the LD population but to withhold the opportunity for screening 
would be to withhold informed choice. Although the value of the information 
obtained does not lead to a treatment it does enable the individual and family/carers to 
prepare for the future and ensure that the appropriate service provision is obtained 
(Sims, 2002)
Historically there have been and continue to be inequalities in both services for people 
with learning disabilities and the elderly population. These inequalities may be 
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exacerbated for a combined population of elderly learning disabled people. 
Consequently, strict guidelines for the care and management of dementia in people 
with learning difficulties need to be implemented, particularly if we are to comply 
with the philosophy of ‘Valuing People’ proposed as a new strategy for the 21st 
centuiy (Department of Health, 2001).
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“Early intervention works”. Criticaiiy discuss the evidence for the effectiveness of 
early intervention approaches for behavioural problems.
Introduction
Current statistics indicate that one-third to three quarters of all child mental health 
referrals are for disruptive behaviour problems (Wells and Forehand, 1985). Conduct 
type disorders in children are an increasing problem and it is thought that between 7% 
and 20% of all children meet the clinical criteria for diagnosis, with boys being three 
times more likely to be diagnosed than girls. It is believed that less than 10% of 
children meeting the criteria actually receive help and of those who do, less than 50% 
are provided with interventions from validated programmes (Webster-Stratton, 1998).
The British Psychological Society (BPS) has produced a document, which draws on 
the most recent empirical evidence available, as an aid to directing clinicians’ choice 
towards effective interventions for specific childhood disorders. Of the evidence 
reviewed it would appear that ‘Parent Training Programmes’ are the optimum choice 
of intervention for conduct type disorders (Wolpert, Fuggle, Cottrell., Fonagy, 
Phillips, Pilling, Stein and Target, 2001).
In order to address the question raised in the title, this essay will begin by examining 
the evidence which suggests the use of early intervention is essential. Secondly, it will 
explore the theoretical models which underpin parent training programmes and finally 
© Julia Helen Macleod 2004 56
Volume I______________________________________________________ Academic
it will critically evaluate the evidence for their effectiveness giving consideration to 
the implications for clinicians and service providers.
Why is early intervention for conduct type disorders considered necessary?
Estimates from the US Congress Office of Technology, (1986,1991) suggest that 60% 
to 70% of adolescents with clinically significant problems may have had untreated 
difficulties in early childhood (Fonagy,Target, Cottrell, Phillips and Kortz, 2000). The 
majority of referrals for conduct disorders in young children are for boys and 
evidence suggests that a diagnosis of conduct disorder is powerfully linked to 
adolescent delinquency and adult offending (Target and Fonagy, 1996). Further it has 
been found that adolescents with conduct disorder are resistant to treatment and 
interventions with this group are least successful (Kazdin, 1993,1998).
Problem behaviour and aggression in pre-school age children is therefore widely 
considered to be one of the greatest predictors of adolescent and adult disturbance. 
For older children whose behaviour problems have not been addressed, there is a high 
risk of peer rejection, (Cole and Dodge, 1998); school failure, (Kazdin, 1993); that 
contact with teachers will be predominately punitive, (Strain, Lambert, Kerr, Stragg 
and Lenker, 1983) and family interactions are reported to be disagreeable and 
unsatisfactory (Patterson and Fleishman, 1979). Adolescents have show an increased 
likelihood of dropping out of school, substance abuse, addiction, and risk of arrest 
whilst adults run additional increased risks of psychiatric illness, unemployment, 
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imprisonment, divorce and early death (Kazdin, 1987; Dishion, French, and Patterson, 
1995; Lipsey and Derzon, 1998). Consequently it may be seen that the early 
manifestation of conduct disorders which remain untreated, has a high cost for the 
developing child, adolescent and adult whose social and future prospect are poor 
(Strain and Timm, 2001).
However, it is not only the individuals and their families who pay a price. American 
statistics indicate that society supports a growing financial burden as a result of 
untreated aggression and conduct disorders. It has been estimated that one billion 
dollars per annum is spent imprisoning young offenders, (Patterson and Banks, 1989); 
five hundred million dollars is spent every year repairing and replacing property 
damage, (Patterson, DeBuyshe and Ramsey, 1989) and undetermined billions are spent 
supporting prisoners, a large percentage for whom conduct disorders were evident in 
pre-school years (Long, 1993). More recent literature suggests that the long term 
financial cost of untreated early aggression and conduct disorders are impossible to 
calculate because it is omnipresent (Strain and Timm, 2001). Thus, it would appear 
that there are strong grounds to advocate the benefits of providing services which can 
engage young children and families in early intervention programmes and which will 
profit not just the individual but ultimately society as a whole.
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Predisposing factors and risk factors.
There would appear to be four key factors in the development of conduct type 
disorders which could be reasonably expected to respond to prevention or intervention 
(Fonagy et al 2000).
Biological factors are known to play a considerable role in the development of many 
childhood psychiatric disorders. However, the focus here will be on factors that may 
contribute to the development of conduct disorders. Co-morbidity of disorders such as 
autism and ADHD, head injury, perceptual deficits (hearing and communication 
problems) and some learning disabilities are obvious factors which can play a crucial 
role in the presentation and development of aggressive and conduct disordered 
behaviour (Fonagy et al 2000). There is still speculation, although it would seem 
limited, in the biological correlates of conduct type disorders although there have 
been recent publications which suggests a strong link between mothers’ smoking 
habits during pregnancy, within close proximity to young infants, and the 
development of conduct disorder, although this inexplicably extends to boys but 
appears to have no effect on girls (Wenar, 1994; Waschlag & Hans, 2002).
Family factors are considered to play a crucial role in the risk of developing early 
behavioural problems. Firstly, general characteristics such as criminal and 
psychopathological behaviour, especially mother’s mental health, are strong 
predisposing factors and there appears to be evidence that aggression tends to show
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trans-generational stability (Wenar, 1994; Fonagy et al, 2000). Family conflict, 
instability and violence are predominant, as are the parent style of conflict resolution 
and communication, further, abuse, maltreatment, neglect, adolescent parenting and 
single young mothers also appears to be a main effect (Wenar, 1994; Webster- 
Stratton, 1998; Fonagy et al, 2000).
It has been widely acknowledged that pre-school children with aggressive and 
disruptive behaviour are likely to have insecure attachments to their primary 
caregivers, are reported to have been irritable infants and over active toddlers. 
Evidently, parents who have themselves had poor attachments to their primary 
caregivers are more likely to have difficulties forming attachments with their own 
children (Biyant, Vizzard, Willoughby and Kupersmidt, 1999; Golding, 2000).
Environmental and social factors are also accepted predictors of early childhood 
behavioural problems. Low socio-economic status and poverty is a crucial 
determinant, as is parental unemployment, social isolation, low educational 
achievement and living in a neighbourhood with a high crime rate (Wenar, 1994; 
Webster-Stratton, 1998; Fonagy et al, 2000; Golding, 2000).
Theoretical foundations of parent training programmes.
Until the mid 1960’s interventions for early conduct type disorders were focused on 
the child, using in-patient child therapy for severe disorders and out-patient play 
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therapy for less severe problems. With the advent of developmental theories, the 
child’s primaiy social context became acknowledged as important and parent-training 
programmes began to emerge (Webster-Stratton, 1998). This appears to have been a 
significant development, as the most up to date evidence base reviews suggest that 
‘Parent Training Programmes’ are the optimum choice of early intervention for 
conduct type disorders (Target and Fonagy, 1996; Fonagy et al, 2000; Wolpert et al 
2001)
Parent training is a general term. The essential principle is that parents are provided 
with the skills to enable them to reduce the child’s problem behaviours. Initially 
programmes were based on behavioural theories and principles and later evolved to 
incorporate multi-theoretical approaches (Webster-Stratton, 1998). In order to 
evaluate the assumptions underpinning parenting programmes it would seem pertinent 
to give some consideration to the underlying theoretical models (Golding, 2000).
According to Golding, (2000) the theoretical foundation of skills training is based on 
a number of assumptions: child behaviour is a function of parent behaviour; it is 
possible to identify inadequate parenting; improving parent behaviour is correlated 
with improvement in child behaviour; a behavioural model provides the best 
explanations and methods for changing behaviour. One of the primaiy models that 
underpins parent-training theory is attachment (Bowlby, 1973; Ainsworth, 1989). It is 
generally accepted that the development of the attachment bond is important for the 
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development of the child and problems in attachment to the primary care giver are 
associated with behaviour problems in the child. Whilst this model has apparently had 
little direct effect on the development of programmes, it has been suggested that it is 
useful to know the parent’s own attachment history, as parents who have experienced 
insecure attachments are like to have limited success with parent programmes 
(Golding, 2000).
Social learning theory is now the basis for most interventions. It takes a systemic view 
of the family and sees the interactions of the family system as maladaptive or 
adaptive. It is widely used to explain the development and maintenance of 
behavioural dysfunction in children who observe and model certain parental 
behaviours, such as anger and negativity, thus promoting anti-social behaviour in the 
child (Bandura, 1977). However, Golding, (2000) has argued that this is a narrow 
view on which to target parent training programmes, it is blaming of the parents and 
takes no account of the child’s personality or temperament or of socio-economic 
factors.
Golding, (2000) has proposed that parent training programmes need a broad based 
framework which is informed by more than one model. She advocates the 
‘Ecological’ model (Sameroff, 1991) which draws on both attachment and social 
learning theories, and which proposes that parenting difficulties are explained with an 
emphasis on transactional context. It is less focused on inadequate parenting and more 
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focused on the child’s whole social environment. It is sufficiently flexible to 
incorporate the influences of attachment, personality, mental state, external 
influences, cultural values and family functioning. Incorporating this model into 
parent training programmes will enable predictions about change, and could help to 
guide the choice of intervention or combination of interventions. Acknowledgment of 
the relevance and importance of these additional factors in relation to the child’s 
behaviour may increase the success of the intervention, whereas ignoring them may 
result in failure (Golding, 2000).
Examining the evidence.
According to Blackman, (2002) “the goal of early intervention is to prevent or 
minimise the physical, cognitive, emotional and resource limitations of young 
children disadvantaged by biological or environmental risk factors” (pp. 11). He 
fiirther argues that without the involvement of the family and the child’s community, 
interventions are unlikely to be successful. General concerns about parenting practices 
in contemporary society have resulted in a rise of parent training referrals (Golding, 
2000). Therefore it is essential that the evidence for their effectiveness is examined.
McNeil, Capage, Bahl and Blane, (1999) proposed that it is critical to research the 
developmental process of pre-school children with conduct disorders because of its’ 
known pervasive properties. They argued that more waiting list control studies are 
required, given that some researchers suggest that similar levels of temper tantrums
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and aggression are found in the normative population for this age group, to justify the 
use of early intervention. Their study examined the effect of a parent-training 
programme on 32 families with the ages of the children (all referred for disruptive 
behaviour problems) ranging between 2.5 years and 8.6 years. Participants were 
assigned to either a waiting list control group or a treatment group. Each group 
received an initial assessment of parent reports of behaviour, no significant 
differences were found, and were reassessed following the treatment group 
intervention. The intervention comprised of a behavioural parent child intervention 
programme (PCIT) designed for specific use with 2-year-old to 7-year-old children 
because it is thought that this is a time when parents have greater influence and 
behaviour is less entrenched (Hembree-Kigin and McNeil, 1995). The programme 
comprises of a 12-week, two-phase intervention, consisting of child directed 
interaction and parent directed interactions. Following the second assessment, results 
indicated that disruptive behaviour declined in the treatment group but not in the 
control group. However, the researchers urged caution of interpretation of the results, 
as measures were subjective parent reports, which could have been contaminated by 
expectancy effects. Their future recommendations were fore the use of objective 
measures and the inclusion of a long term follow up (McNeil, Capage, Bahl and 
Blane, 1999).
Bryant, Vizzard, Willoughby and Kupersmidt, (1999) conducted a meta analysis of 
studies using interventions targeting pre-school children with aggressive and non-
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compliant behaviour problems, that had been published in the previous fifteen years. 
Their search yielded only seventeen studies which targeted the intervention 
exclusively at pre-school children.
Studies evaluating parent-training programmes were grouped into four main types: (a) 
behavioural parent training programmes, which were one of the earliest approaches 
and have continued to influence interventions. In general, ‘behavioural parent 
programmes’ are conducted in group settings and focus on positive reinforcement, use 
of time out, ignoring behaviour, substituting alternative behaviour and other 
techniques of operant learning; (b) ‘functional assessments’, uses free play, 
communication and choice making during a ninety minute assessment with the child 
and parents. The aim is to draw out target negative behaviours, following which the 
parent is instructed to behave in certain ways; (c) use of video tapes only, explaining 
behavioural management techniques and (d) relationship focused interventions 
provides tuition in strategies such as problem solving, anger management, marital 
communication in addition to behavioural techniques. The most widely known 
programmes using these techniques were devised by Webster-Stratton, (1991;1998). 
Other relationship focused interventions commonly use play to guide the parent’s 
interaction with the child through the use of the ‘bug in the ear’ technique. There were 
two other main interventions included in the review. Teacher focused intervention, 
where teachers are trained to use techniques to prevent and reduce aggression and
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disruption and child focused intervention (Bryant, Vizzard, Willoughby and 
Kupersmidt, 1999).
The conclusions which were drawn from this review suggested that literature is 
limited, results are modest and further research is required before conclusions can be 
drawn as to which is the most effective method of early intervention. The primary 
criticisms that emerged were: most studies used small sample sizes; seven had less 
than ten participants. Groups were not heterogeneous; participants were 
predominately, white, middle class and self-referred, which suggested greater 
motivation and predisposition to proceed. Most studies measured effectiveness by 
parent and/or teacher report and not direct observations of behaviour. However, the 
Webster-Stratton studies comprised all the randomised control trials (RCT’s) and 
showed that multi-modal models are more successful than single focused 
interventions (Bryant, Vizzard, Willoughby and Kupersmidt, 1999).
In contrast, reviews of a parent training programme, for pre-school children, known to 
have severe problems with aggression and ant-social behaviour show promising 
results. Strain and Timm, (2001) evaluated the short and long-term outcomes of 
children and parents who had attended the behavioural programme. Referrals to the 
programme were made from a wide variety of sources. It is thought that this is 
possibly the largest study conducted to date, comprising of 1,300 cases. Measures 
would also seem to be pure as objective observations were conducted at home and at 
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school. All showed positive behaviour changes in both locations. Observers in the 
school location reported difficulty in identifying target children from their peers in 
terms of behaviour. The most favourable outcomes were for children enrolled at the 
earliest age. Long-term follow up data ranged from children and families who were 
treated from between three and nine years earlier, by comparison, other long term 
follow ups have not gone beyond 4 years. It was shown that outcome was maintained 
over time in both locations, regardless of the length of time elapsed since treatment. 
Further, the results did not show any influence of child gender, race, parent income or 
educational level. One of the most significant factors thought to account for the 
success of the programme is the requirement that parents agree to help facilitate in the 
programme and/or support other parents on occasions, following their completion of 
the programme. Qualitative data has indicated that parents report strong benefits of 
having past parents as facilitators. Further parents appear to become more involved in 
their community and with their child’s school (Strain and Timms, 2001)
Reviews of literature indicate that the research conducted on programmes initiated 
and expanded by Webster-Stratton, (1991 ;1998) have the strongest evidence base for 
the effectiveness of training programmes with parents of children under eight years 
with conduct disorders. They would also appear to be the most cost effective (Fonagy, 
2000).
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Following in the footsteps of earlier research, Webster-Stratton, (1991;1998) used a 
stepwise approach in developing a group based parenting programme that grew in 
response to feedback and rigorous evaluation of each intervention with RCT’s. 
Initially the programme consisted of video-tape modelling. Time-out, Logical and 
Natural Consequences, Monitoring and ‘Child directed play to encourage non-violent 
discipline. The facilitators use a collaborative approach and the group setting is used 
to foster support. In recent years the programme has grown to incorporate addressing 
issues in the parent’s relationship, supporting children’s learning and fostering and 
building relationships with teachers. Later additions to the programme have included 
child social skills training and more recently teachers and counsellors have received 
training in classroom management of anger, problem solving and fostering social 
skills (Webster-Stratton, 1998).
Webster-Stratton (1998) continues her exacting research programme. She has 
identified a number of areas which requires further investigation, such as determining 
whether the facilitators interpersonal skills or the group support has the most impact 
in assisting with change. Similarly she argues for a need to find a method to define 
‘change’ and to determine who the change should be measured in, parent, child or 
both? She urges more research about the effect of ethnicity and culture on parent 
practices and suggests that suitable programmes are developed to meet the needs of 
different ethnic particularly given the increase of ethnic diversity within all our 
communities. Her further recommendations are based on the one third of participants 
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who either fail to maintain change, show any improvement or drop out of the 
programme. She has identified a number of characteristics in this group that are 
primarily; family isolation, single parenting, poverty, mother’s depression and lack of 
social support. In deference to the identification of these characteristics she has made 
a number of recommendations that would ideally help to support this population. 
Programmes need to be accessible, in a non-stigmatising location. The programme 
message needs to be non-blaming of parents and needs to be communicated at a level 
that is easy to understand in terms of hteral and figurative language. Finally she 
argues the case of a need to be empathie to parent’s economic and social 
circumstances by providing transport, meals, day care and flexible course times. Her 
philosophy proposes that strengthening families is a protective factor and that whilst 
such programmes are expensive; the cost of not intervening far outweighs the cost of 
implementing such interventions. Parents’ teachers and mental health professional 
need to work collaboratively, in the long term, such programmes will have a 
preventative by ultimately helping to prevent violence in society (Webster-Stratton, 
1998).
Conducting research in this area presents a number of methodological problems. 
Whilst RCT’s are the gold standard of research, they are expensive and pose the 
ethical dilemma of withholding treatment fi-om the control group (Blackman, 2002). 
Following a review of the meta-analysis available, Blackman, (2002) concluded that 
no firm conclusions could be drawn for the effectiveness of parent-training
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programmes although there were some consistent emerging themes of increased 
cognitive and social performance.
Assessing the value of the intervention is widely examined by judging the efficacy i.e. 
whether they can work and effectiveness of the treatment i.e. whether they do work in 
real-life situations. However, there is also a need to determine whether the 
intervention is also cost effective, i.e. will it prevent the need for more expensive 
interventions in the future? (Blackman, 2002). Effectiveness of interventions are 
perceived differently, depending on who is evaluating the service. The priority for the 
clinician is to achieve positive change and to determine how that change is achieved. 
For the fund holders, the main concern is the cost of the change and this usually 
directly related to the duration of the treatment and the successful termination of the 
current illness episode (Fonagy et al, 2000).
It has also been suggested that research questions are driven and constrained by the 
funding body and therefore tend to be somewhat biased. The fact that there seems to 
be a paucity of literature examining complex treatments and complex client groups 
that are difficult to access highlight this (Fonagy et al, 2000). According to Fonagy et 
al, (2000) the combined effect of these competing needs has been dissatisfaction and 
confusion for all concerned. Clinicians complain that their skills are ignored; 
researchers complain that their evidence is ignored and the different perspectives of 
both confuse fund holders.
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Implications for services.
One of the difficulties posed for service providers appears to be determining the 
difference between prevention and intervention, as these two are not as distinct as 
they would seem. Behaviour problems in some young children may not be perceived 
as early onset of a disorder and may therefore not be considered to warrant an 
intervention, yet they may result in future difficulties. Similarly, disorder of conduct 
may not be the major presenting problem but may be a co-morbid disorder (Target 
and Fonagy, 1996; Fonagy et al 2000). Again, this raises the question of how children 
are assessed and whether implications for the possibility of future problems and the 
wider cost are considered.
All parent-training programmes require the facilitators to undergo specialist training, 
as a result this is likely to be cost prohibitive for services especially if 
recommendations for widely available community based programmes are to be 
considered. It is also unlikely that training is widely available on a global level, 
(assuming that cost is removed from the equation) therefore, this further prohibits the 
wide use of evidence based treatments and consequently, the best intervention are 
probably not being used (Target and Fonagy,1996; Fonagy et al, 2000).
As children do not self refer and most of the referrals received in child mental health 
services are for disruptive behaviour problems it would seem evident that the primaiy 
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needs are of the caregiver, particularly as parents o f  children with conduct type 
disorders report two to four times more major life stressors than other families 
(Target and Fonagy, 1996; Webster-Stratton, 1998). Therefore, it appears that this is 
an issue that should be a foremost concern for service providers, clinicians and 
researchers alike. Further, it has been suggested that approximately 55% of children 
with a mental health diagnosis have a co-morbid disorder, therefore, to maintain any 
gains that may have occurred through a parent-training programme, further multi­
interventions may be required from multi-disciplines which may necessitate liaison 
with other services/agencies (Fonagy et al, 2000).
Conclusion
Prevention programmes targeting pre-school children indicate a promise of reducing 
later delinquency in high-risk groups but this brings back the circular problem of 
identifying which children are a high risk. Equally, if we c ^  identify high risk 
children, not all of these will go on to develop conduct disorders or delinquency, this 
may be cost prohibitive to any preventative service (Fonagy et al 2000; Blackman 
2002). Therefore it could be considered essential to investigate protective factors. 
Most research and interventions are focused on improving the ftinctioning of not just 
the child but also the family, however, this is extremely subjective as there is no 
rigorous, if any, method of determining what constitutes a ‘well functioning family’or 
of identifying inadequate parenting (Fonagy et al, 2000; Golding, 2000).
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Understanding the antecedents for the development of conduct disorder will enable 
more successful interventions if not preventative programmes. It would seem essential 
to promote rigorous research in this area. The greater majority of the current evidence 
possessing robust methodology appears to be American. Therefore it would seem 
there is great need to establish assessments and outcome measures that are 
standardized to incorporate a checklist of risk factors which can be universally used. 
A model, much in line with the seven-step model proposed by Kazdin, (1997) which 
attempts to address the competing needs of researchers, clinicians and fund holders 
would seem appropriate. Collaborating on a national and international level to 
standardise risk assessment, measurements of the severity of the problem and 
outcome measures would help to provide a rich evidence base to assess the 
effectiveness, cost effectiveness and guide choice of intervention.
In conclusion, the evidence for the effectiveness of early intervention is controversial. 
There appears to be little doubt that early intervention should be seen as an essential 
preventative measure against serious anti-social, violent and aggressive behaviours in 
later years. Golding, (2000) has argued that there is a clear need to break what appears 
to be a pervasive, vicious cycle if this particular child population is not to continue to 
draw on welfare services, social services and criminal justice services, well into 
adulthood. Unfortunately, the evidence for a specific treatment is not clear. However, 
programmes which are limited to improving parent skills alone, seem more likely to 
produce limited gains, although it is not clear which combination of treatment works 
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for which families (Long, 1996; Golding 2000). In their review, Fonagy et al (2000) 
suggest that the demonstration of efficacy is problematic because some studies seem 
to indicate that there is a placebo effect operating with a high rate of remission 
reported in supportive control conditions. Perhaps this is indicative that interventions 
should only be instigated if minimal support fails to alter the parent’s perception that 
the child has improved?
Of the research that indicates successful outcome, the methodology is limited and 
weak. There is a distinct lack of control groups, poor longitudinal follow up and a 
scarcity of comparisons with other treatments (Golding, 2000). Further research is 
essential in order to satisfy the statement that “early intervention works” and much 
should be learned fi*om Webster-Stratten’s (1998) approach in recognising the clinical 
utility of non-significant data related to the unsuccessful treatment population.
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*‘Race and ethnicity are relatively unimportant variables in both the incidence and 
treatment o f mental health difficulties in older people”. Critically discuss this
statement
Introduction
In order to critically discuss the statement proposed in the title of this essay it will be 
important to clearly define the key terms referred to as they are frequently confused 
and used as interchangeable. The distinction between terms ‘incidence’ and 
‘prevalence’ will be described and the differences between the terms ‘race’, 
‘ethnicity’ and ‘culture’ will be explored.
Research into health and mental health problems often aims to report statistics 
measuring the occurrence of certain disorders. However, in much of the literature 
relating to race, ethnicity, mental health difficulties and older people, the terminology 
applied appears to be regularly used inappropriately, with the terms ‘prevalence’ and 
‘incidence’ frequently being ascribed to mean the same (Silman, 1995; Nazroo, 1997). 
Incidence may be regarded as measuring the onset of a disease or disorder and can 
relate either to the first episode, or an episode of subsequent onset. In contrast, 
prevalence refers to the recording of the number of cases of a particular disease or 
disorder at any stage in its course, during a particular period in time or at a specified 
point in time. There are generally considered to be four key methods of measuring 
incidence; a single population survey at a given time point; a two factor survey, to 
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enable the development of cases between two time points to be recorded; a 
retrospective review of the target population attending specific services; or the 
implementation of a system where all newly diagnosed target cases are recorded 
(Silman, 1995).
The descriptors most often used to characterize a populace are similarly incorrectly 
used interchangeably (Aranda, 2001; Cardemil and Battle, 2003; Flaskerud, 2003). 
Race is probably more clearly distinct fi*om the terms ‘ethnicity’ and ‘culture’, which 
have often been erroneously used in a transposable manor (Aranda, 2001; Cardemil 
and Battle, 2003; Flaskerud, 2003). It is generally accepted that ‘race’ is used to 
describe the genetic, biological and physical characteristics that are common to a 
people originating from a specific geographic location (Aranda, 2001; Cardemil and 
Battle, 2003; Flaskerud, 2003). Contrastingly, the term ‘culture’ encompasses 
everything that is not biological and includes such things such as values, beliefs, rules, 
practices and traditions, which are passed from one generation to another (Aranda, 
2001; Cardemil and Battle, 2003; Flaskerud, 2003). ‘Ethnicity’ is subtly different and 
depicts the sense of identity shared by a group, relating to social and environmental 
characteristics and which may sometime include language, religion and customs 
(Aranda, 2001; Cardemil and Battle, 2003; Flaskerud, 2003).
As separate entities, aging, ethnicity and mental health difficulties all present 
problems and attract discrimination. In Britain and other Western civilisations aging 
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has been negatively stereotyped. Members of this population are viewed as facing 
dependency, decline, illness and death. Aging appears to be viewed as an undesired 
state in a society which values youth, attractiveness, intelligence and success 
(Schofield, 1964; Skodra, 1991). However, in many societies, old age is not defined 
chronologically but by the level of function and the role an individual adopts (Dein 
and Huline-Dickens, 1997). It appears evident that even mental health practitioners 
hold negative views of aging. Lagana and Shanks, (2002) conducted a review of 
studies carried out in the past three decades which have investigated mental health 
professionals’ attitudes towards working with older adults. Their findings suggested 
that there are three key aspects that negative attitudes stem from; the status attached to 
working with older adults is perceived to be lower than working with other client 
groups; working with older adults raises the clinician’s own anxieties about aging and 
death; and finally clinicians express negative beliefs about the effectiveness, 
usefulness and investment of using psychotherapy with older adults.
Due to the restriction of a word limit imposed on this essay, there is insufficient space 
to discuss racial discrimination and the discrimination associated with mental health 
problems in any depth, other than in the context of the specific subject matter. At this 
stage it is probably sufficient to draw the reader’s attention to the term “Double 
Jeopardy”, which is consistently referred to in the literature and is “used to describe 
the double challenge of ageism and racism faced by people from minority 
backgrounds” (Rait, Bums and Chew, 1996, pp. 1347). It is also well documented that 
© Julia Helen Macleod 2004 gg
Volume I____________________________________________   Academic
the addition of a low socio-economic status to aging and ethnicity faces people with a 
“Triple Jeopardy”, to which being female will add a further disadvantage (Rait, Bums 
and Chew, 1996; Harris, 1998). If any further evidence to attest to these observations 
is required, it is provided by the current government policy for National Health 
Service reform, which emphasises the need for social inclusion, with particular focus 
on acknowledging and meeting the mental health needs of people from ethnic 
backgrounds (Wilson, 2001).
This essay will begin with a discussion of the incidence of mental health difficulties 
experienced by older people from an ethnic minority background. It will primarily 
focus on the barriers that have inhibited the collection of accurate and reliable data. 
Secondly, it will attempt to explore theoretical and evidence based recommendations, 
which attempt to enhance treatment outcome. Thirdly, based on the information 
reviewed in the first two sections, implications for service provisions will be 
discussed and finally, concluding comments on salient issues will be made.
Incidence
Determining the incidence and prevalence of mental illness amongst ethnic groups 
generally is a subject of great controversy (Nazroo, 1997). The statistics that are 
available indicate that there are certain disorders that are found more frequently in 
certain minority groups, however, the terms ‘prevalence’ and ‘incidence’ are often 
ascribed to mean the same and therefore it is difficult to establish whether or not this 
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has become a static trend. It is also difficult to ascertain the accuracy of the diagnosis, 
as there is some question about the appropriateness of the use of Western criteria and 
measures to establish the presence of psychiatric disorders (Nazroo, 1997)
A large body of the research into the effects of ethnicity on mental health has 
fi-equently used very simple methods of allocation to ethnic groups based on country 
of family origin; categories are often undefined and used inconsistently, with 
assumptions being made about social division, biological differences and gender 
stereotyping. In some cases groups such as Bangladeshi and Pakistani have been 
combined to generate sufficiently large numbers for research (Nazroo, 1997). Studies 
have failed to address methodological problems or use consistent methods of 
assessment (Nazroo, 1997; Flaskerud, 2000; Wilson 2001). Cross-cultural research 
into the incidence and prevalence of mental health disorders appears to have a number 
of weaknesses and fail to take into account variables which can have a profound effect 
on diagnosis. The most salient of these will be discussed in the remainder of this 
section.
Culturally biased assessment tools
There is an extensive body of literature which suggests that diagnostic measures and 
measures of cognitive function may not be sensitive to ethnic diversity. A number of 
studies have criticised their use for being either under or over sensitive to ethnic 
diversity and are therefore seen as culturally biased. Many measures lose specificity 
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in translation and therefore individual items need to be tested for comparability in 
each culture (Nazroo, 1997; Flaskerud, 2000; Lagana and Shanks, 2002). Ortiz, 
LaRue, Romero, Sessaman and Lindeman (1997) compared the Mini Mental State 
Exam (MMSE) with the Fuld Object Memory Exam (FULD). Research was 
conducted on a group of Mexican non-immigrants. In contrast to the FULD, the 
MMSE was affected by two variables, income and education. Therefore it was 
concluded that the FULD was more appropriate for an ethnic population. However, its 
use is restricted to screening for dementia as it is primarily a test of memory and does 
not detect reasoning or visio-spatial functioning. In contrast, research into the 
sensitivity and specificity of standard screening measures of cognitive impairment for 
dementia conducted among elderly black and white community residents by 
Fillenbaum, Heyman, Williams, Prosnitz and Burchett (1990) proposed that the 
measures do not reflect cultural bias as much as the effect of limited language skills.
The incidence of schizophrenia is reported as being three times higher for Afro 
Caribbean people than for white British people (Nazroo, 1997). However, research 
with the Diagnostic Interview Schedule on a Puerto Rican community sample has 
shown that when items denoting religious and spiritual experiences were scored as 
positive, because of a strong influence of Pentecostal and Catholic belief systems, 
they created a bias towards a diagnosis of schizophrenia, and yet local psychiatrists 
experienced in the community, did not endorse the presence of psychosis (Canino, 
Lewis-Femandez and Bravo, 1997).
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The problem of retaining specificity when measures are translated has been addressed 
by the proposal of the ‘Cultural Equivalency Model’, which proposes five dimensions 
that aims to ensure appropriate translation across cultures. Firstly, the semantics must 
be appropriate, secondly the content must be relevant, thirdly, the measurement effect 
must be similar, fourthly, the same theoretical construct must be evaluated and finally 
the criterion must allow for the interpretation of the results to be similar, whilst 
allowing for cultural norms. It has been suggested that failure to apply these 
dimensions may result in the over or under estimation of distress (Canino, Lewis- 
Femandez and Bravo, 1997).
It has been proposed that in the future biological measures might be the best way 
forward in providing a culture free diagnosis, as variables that create genetic 
differences, such as the influence of diet on bio-chemical regulation, foetal, childhood 
and adolescent development, are taken into account. However, current research is 
limited in understanding the effect of ethnicity on biological markers. As psychiatry 
has traditionally seen biology as universal, ethnically diverse presentations of mental 
illness has customarily been primarily attributed to psychosocial factors (Flaskemd, 
2000).
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Racism and the Western Medical Model
Fernando (1991) has argued that incidence and prevalence research into the cultural 
presentation of mental health is contaminated by the use of the Western medical 
model of health. Fernando (1991) observes that Western psychiatry presumes that the 
Western presentation of mental illness is universally valid and correct. He ftirther 
proposed that covert racism is common in Western psychiatric practices, promoted by 
widely held assumptions about the presentation of mental illness by some ethnic 
minorities. For example, ethnic minorities are often perceived to either somatise 
psychological symptoms or not express them. Such beliefs have led to the over- 
culturalisation of certain disorders such as schizophrenia, where culture specific 
experiences such as spiritual possession and trances are interpreted as delusional. 
However, members of non-western cultures may frequently present with somatic 
symptoms as the primary presentation in mood and anxiety disorders and there are 
clusters of symptoms that are seen in specific cultural groups, which do not appear to 
be universal (Flaskerud, 2000).
Clearly, culture and ethnicity does appear to influence health and illness beliefs and 
behaviour. One theoretical model that has been used to explain the influence of 
culture on health is the “Mandala of Health”, which was proposed by Hancock and 
Perkins (1985). They suggest that the relationship between culture, community and 
family produces a variety of psychological, biological and spiritual experiences for 
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the individual. Therefore culture and community shape illness and health beliefs and 
behaviours.
Consequently, the difficulty of assessing incidence and prevalence is how to make the 
dominant classification system fit with the diversity of cultural expressions of mental 
health, whilst still retaining the original construct. Meeting the diagnostic criteria for a 
disorder can depend on the cultural expectations of the society. Different cultures 
attach different values as to whether behaviour is adaptive or pathological. Psychotic 
symptoms can be difficult to assess as some cultural beliefs and practices accept and 
even actively encourage auditory and visual experiences (Canino, Lewis-Femandez 
and Bravo, 1997). However, clinicians need to be cautious about the selection of the 
test, as even if cultural bias has been removed it may have been standardized on a 
younger population, and will therefore still be inappropriate (Morales, 1997).
Over the last thirty years the problem of the client and clinician failing to share 
cultural meaning of expression has become evident. Presentation of symptoms and 
how the client communicates the distress might affect diagnosis. Clients and 
clinicians may attribute more or less importance to certain symptoms, which would 
also impact on diagnosis. Research indicates that rates of misdiagnosis tend to be 
higher when the client and clinician do not share the same culture (Lagana and 
Shanks, 2002). Non-English speaking clients are often given more severe diagnoses
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by clinicians whose first language is English (Hassett, George and Harrigan, 1999; 
Flaskerud, 2000).
One Australian study conducted by Hassett, George and Harrigan, (1999), examined 
the differences between non-English speaking and English speaking patients admitted 
to an acute psycho-geriatric ward. Findings indicated there were a greater number of 
involuntary admissions and more diagnosis of dementia for non-English speaking 
than English speaking patients who received more diagnoses of affective disorders. It 
was hypothesised that there were more involuntary admissions for non-English 
speaking patients because they failed to access services earlier, which might be 
indicative of a greater tolerance for dementia in certain communities as most 
admissions appeared to occur only when behavioural symptoms could no longer be 
managed at home (Hassett, George and Harrigan, 1999; Flaskerud, 2000). However, 
according to Abramson, Trejo and Lai (2002), because of the limited provision of bi­
lingual and bi-cultural clinicians, it is the Western bio-medical model that creates 
barriers to mental health services for older people of ethnic origin.
Utilisation o f Services, Assumptions, Stereotypes and Bias
The mental health of older adult ethnic minorities has tended to be overlooked and 
even for those who seek help through primary care there appears to be limited 
referrals to specialist services (Marwaha and Livingstone, 2002). There is a long held 
assumption that it is traditional for older adult ethnic minorities to be supported by 
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their own communities, extended family and other means of informal support 
(Hassett, George and Harrigan, 1999). However, the process of immigration may have 
resulted in disruption of family relationships, increased isolation, breakdown of 
community support, trans-generational conflict, disadvantages in education and 
language and socio-economic deprivation, thus the methodology for this rationale 
appears to be seriously flawed as it has failed to examine within group differences 
(Dein and Huline-Dickens, 1997; Daker-White, Beattie, Gilliard and Means, 2002).
Attributions’ relating to the cause of distress varies widely between and within 
cultures, as do expressions of emotion and patterns of coping (Fernando, 1991). 
Therefore it should be acknowledged that culture can shape attributions, symptoms 
and expressions of distress (Flaskerud, 2000). In an American study, Steffens, 
Artigues, Omstein and Krishnan, (1997) discussed statistics which indicated that 
between 1% - 2% of all older adults in the United States of America (USA) are 
affected by depression, however ethnic minorities appeared to be under represented. 
They suggested there may be three possible explanations; ethnic minorities may 
actually experience depression less; they may recognise depression but either fail to 
seek treatment or fail to get referred; they may attribute it as a part of the normal 
aging process or as a spiritual problem. Older adults in general are thought to be more 
likely to attribute distress to life changes, aging and physical decline than to 
psychological difficulties (Lagana and Shanks, 2002). Certainly these assumptions 
would seem to fit with one qualitative British study, which examined white British 
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and Afro-Caribbean older adults attitudes towards depression and its treatment 
(Marwaha and Livingstone, 2002). Neither group viewed depression as a medical 
condition; both had negative perceptions of mental health services and perceived their 
use to be stigmatising. Both groups used self-deprecating attributional styles to 
account for the onset of depression and both groups said they would not seek 
treatment (Marwaha and Livingstone, 2002).
Acculturation
Whilst great attention has been paid to ethnicity and culture in recent years, research 
has generally failed to take into account the effect of an individual’s level of 
acculturation, that is the degree to which a person has adopted the host culture’s way 
of life and values (Cardemil and Battle, 2003). Low levels of acculturation are 
associated with higher levels of substance abuse, depression and migrant adjustment 
disorder (Haley, Hans and Henderson, 1998).
It has been argued that the development of cultural identity is a stepwise process of 
critical stages of development. Sue and Sue (1990) suggested that the concept of 
ethnicity varies in importance depending on the phase of identity development for 
which they proposed a five stage model: ‘preference’ for the dominant host culture’s 
values; the ‘dissonance’ stage, where beliefs about conformity are questioned; 
‘resistance and immersion’ where the host culture is rejected in preference for the 
minority beliefs and values, and finally ‘integrative awareness’ when aspects of both 
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cultures are appreciated. It has been proposed that when little significance is attached 
to ethnic identity combined with low levels of acculturation, individuals who fall into 
this category would be perceived as mentally, spiritually and physically dysfunctional 
in any culture (Lee, 1996).
Cross-cultural research is vital, particularly in relation to ethnicity and aging. It 
enables the separation of the universal process of aging from the culture specific 
processes and aids in our understanding of how cultural factors influence aging 
(Palmore, 1983). As may be seen from the evidence presented in this section, 
incidence and prevalence rates can be seen to vary according to demographic factors 
and the choice of assessment measures. Culture can affect the pathway to care and the 
utilisation of services, consequently this too has an effect on incidence rates. One of 
the key problems of assessing incidence has been to separate the effects of culture 
from socio-demographic factors that can enhance or minimise group differences. The 
difficulties faced in this type of research may be largely summed up by the ‘emic -  
etic paradigm’ (Brislin, Looner and Thomdyke, 1973). The ‘emic-etic’ debate has 
long been a problem for epidemiologists. The ‘etic’ advocates use of similar 
measures, methods and constructs to search for equivalence across cultures. In 
contrast, the ‘emic’ supporters seek to examine cultural diversity in order to assess the 
cultural validity of a diagnostic classification system (Canino, Lewis-Femandez and 
Bravo, 1997). Thus, it may be seen that until one universal method is selected above
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another there can be no degree of confidence in the actual meaning and interpretation 
of incidence rates of mental health in older people from ethnic minorities.
Treatment
From the evidence discussed relating to the incidence of mental health in older people 
from ethnic backgrounds there appears to be three primary reasons to suspect that 
mental illness may be either under or over reported. There are limited 
methodologically sound epidemiological studies; definitions of mental illness do not 
generalise to all ethnic groups; and there is a bias in reporting mental illness (Morales, 
1997). Thus it may be seen that accurate assessment is crucial, to avoid under 
diagnosis, over-diagnosis or misdiagnosis. In turn this will ensure the accuracy of 
incidence reports and lead to a better understanding of the client’s needs, which will 
in turn guide the clinician towards an appropriate choice of treatment.
Assessment
Evidence indicates that levels of acculturation are strongly associated with mental 
health status. It is important to establish the level of a client’s acculturation to begin to 
understand the client’s sense of self and their relationships with family, friends and 
community. Acculturation measures are available and their use is strongly 
recommended (Morales, 1997). It is thought that the stage of identity development 
may impact on the therapeutic alliance and process and may influence the clients’ 
attitude about working with a therapist from a different ethnic background. However, 
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it should be remembered that this can be bi-directional. (Sue and Sue, 1990; Helm and 
Cook, 1999)
Part of any assessment should seek information about the individual’s background 
and history. Risk and protective factors need to be identified. For older people from 
an ethnic minority group it is important to establish when and why the person 
immigrated, what goals they had hoped for in the new county and whether these had 
been achieved (Harris, 1998). Other central issues to establish are what roles have 
been and are now held, socio-economic situation and educational attainment and 
whether or not the client has met the expectations of their cultural group (Skodra, 
1991).
Language may be a barrier to the assessment and therefore more detailed information 
may require the use of an interpreter and / or other sources such as the family. Either 
may inhibit the information obtained. The problem might become over simplified or 
exaggerated; the quality of the client’s response may be influenced by the presence of 
the third party, as might the performance of the client on any tests administered. 
Clinicians will also need to assess the impact of physical changes and impairment 
associated with age on the assessment, such as hearing deficits or visual impairment 
and ensure that any somatic complaints are appropriately investigated (Skodra,, 1991; 
Morales, 1997). Ethnic differences may further affect the style of non-verbal 
communication. Clinicians need to be aware of the client’s interpretation of certain 
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gestures, use of eye contact and tone of voice and whether or not they are 
appropriately respectful (Cardemil and Battle, 2003). The clinician needs to be aware 
of the etiquette appropriate for the client’s age and cultural group and understand how 
the aging process fits within a specific culture (Morales, 1997; Abramson, Trejo and 
Lai, 2002). When conducting tests of cognitive functioning the clinician will need to 
ensure that the test material is not culturally biased and is age appropriate (Skodra,, 
1991; Nazroo, 1997; Flaskerud, 2000; Lagana and Shanks, 2002).
It is important to consider the effect of family networks on treatment. In certain 
communities, families will expect to be more involved in treatment decisions and 
delivery; research has indicated that this usually has a positive effect (Flaskerud, 
2000). However, families reported to show high rates of expressed emotion are 
thought to have a negative effect on treatment outcome and drug compliance and 
there also appear to higher rates o f relapse for those who fall into this group 
(Flaskerud, 2000). Further, working systemically may highlight trans-generational 
problems associated with levels of acculturation such as the family’s difficulties in 
meeting the expectations of an elder who has a lower level of acculturation. Such 
difficulties may also have a negative impact on treatment outcome (Aranda, 2001).
Interventions
Medication is often an essential component in the treatment of certain disorders. 
However, in some incidences, introducing Western technology in the form of 
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psychotropic medication may be out of context with other cultures, it may interfere 
with cultural treatments and suppress culturally accepted experiences (Fernando, 
1991). More importantly, despite a body of research dating back as far as the 1960’s, 
that the biological variations associated with racial differences affect responses to 
drugs, they continue to be prescribed at the levels recommended by Western standards 
(Flaskerud, 2000). Differences in metabolising certain drugs have been noted 
between Asian Americans and White Americans and African Americans and White 
Americans. Doses may need to be considerably lower than those recommended for 
white clients as they may experience considerably more toxic side effects (Lin, 
Cheung, Smith, and Poland, 1997).
The choice of a psychological model used in an intervention will primarily be driven 
by a thorough assessment of whether the individual’s cultural beliefs interpret distress 
as being determined by internal or external events. The client’s cultural beliefs are 
likely to determine whether he or she will respond better to goal orientated, solution 
or problem focused approaches, or whether models that aim at the resolution of 
internal conflict are more appropriate. Choice of intervention will also depend at what 
stage the individual seeks help. Many older people from ethnic minorities do not seek 
help until a crisis situation has arisen and therefore at this stage a short-term goal 
oriented treatment plan to relieve symptoms may be most appropriate (Morales, 
1997). In response to awareness that older people from ethnic minorities have specific 
needs researchers have attempted to make recommendations for the most appropriate
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treatment models that fit best with specific ethnic groups. However, as yet there does 
not appear to be any empirical evidence that suggests that any one treatment should be 
used above another (Morales, 1997; Harris, 1998).
Service Implications
The Western medical model traditionally guides services. In the past this has led 
services to look towards educating ethnic minorities in how to get the best use out of 
services by presenting the problem appropriately, therefore paying less attention to the 
content and provision of the service (Fernando, 1991; Lagana and Shanks, 2002). To 
conform to political correctness Western psychiatric services suppress racism by 
trying to ignore the effects of race and culture, and as a result, are less likely to seek a 
cultural exchange of information (Fernando, 1991; Lagana and Shanks, 2002). 
Therefore it may be suggested that there is evidently a need to take a more holistic 
approach when treating members of certain ethnic minorities, particularly older ethnic 
people (Fernando, 1991; Lagana and Shanks, 2002).
With the growth of the aging population in general there will be an automatic increase 
in the growth of the aging ethnic population, therefore it is important to examine 
issues such as the clinician’s cultural competency. There is a paucity of current 
robust literature and research that aims to inform practice and planning of service 
policy and programmes (Abramson, Trejo and Lai, 2002). Therefore, this needs to be 
addressed.
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In a review of models of good practice, service provision and service needs for ethnic 
elders with a diagnosis of dementia, Daker-White, Beattie, Gilliard and Means (2002) 
found only 67 articles, only 33% of which were British. Generally the focus of all the 
articles were limited to investigating the under utilisation of services. Few studies 
addressed the issue of specialist minority services, of the limited data available it 
appeared that this was not an overwhelming need identified by participants and many 
of those interviewed thought it would increase their alienation fi*om the host 
community. However, it has been suggested that specialist services may be 
appropriate for first generation immigrants, particularly given the current increase in 
the refugee and asylum seeker population, who are largely unrepresented in research 
articles (Daker-White, Beattie, Gilliard and Means, 2002).
Generally clinical psychologists appear to be sensitive to the issues of race, culture 
and ethnicity but many remain unclear as to how to best incorporate these issues to 
inform their practice (Schott and Henley, 2000). Cardemil and Battle, (2003) 
recommend that clinicians engage in open discussion with their clients to promote 
trust and understanding and aid the treatment process. Further, they need to 
acknowledge the effect of racism, power and privilege on the client’s experiences and 
feelings. It has been suggested that this is best achieved through reflecting on their 
personal cultural beliefs and influences, including socio-economic status, educational 
attainment and social class, to further the understanding of the power of culture. This 
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will enable clinicians to question whether they are making judgements based on their 
own values and beliefs and whether it is appropriate to apply these to the client 
(Schott and Henley, 2000).
According to Khan and Pillay (2003), health service delivery and organisation has 
been traditionally mono-cultural and Anglo-centric. They believe that the training of 
clinicians in the West is entrenched in its own culture, which adopts rigid beliefs and 
values. As there appears to be ample evidence to support this view, we should perhaps 
be aiming to review training practices as part of a long-term plan to refresh services.
Conclusion
Culture appears to be a very significant factor when considering mental health 
problems; it can be said to affect the presentation of symptoms and consequently, the 
diagnosis, which will in turn impact on statistics such as those of incidence and 
prevalence. For the client, culture will influence problem solving skill, behaviour, 
beliefs, management of stress and change as well as influencing identity, status and 
interpersonal relationships. When distress is acknowledged, seeking help from mental 
health services will depend on the amount of stigma that a culture attaches to the 
diagnoses of a particular disorder (Abramson, Trejo and Lai, 2002).
There is clearly a need to adopt a different understanding of mental health. Although 
the effects of ethnicity are important it should be remembered that the experience of 
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mental illness is never identical for any two people. Race culture and ethnicity need to 
be taken into account in terms of discussion, research and treatment on a global scale. 
However, individual needs should never be overlooked. Account needs to be taken of 
the fact that the expression of distress often has a situational context and therefore the 
meaning of the context for the individual needs to be explored as it might be inclusive 
or exclusive of their ethnicity. For older adults the distress might be relative to their 
past experiences associated with migration per se, but this does not necessarily imply 
distress related to cultural expectations and needs (Fernando, 1991).
Whilst there are clear recommendations for open discussion of ethnic issues between 
clinician and client it has been acknowledged that many clinicians may feel 
uncomfortable with this and fear being interpreted as offensive (Cardemil and Battle, 
2003). The client’s expectations of the clinician and service need to be elicited, since 
if the personal and global values and views of the client and clinician do not match, 
expectations of the service provision and the goals of treatment may not match either 
(Lagana and Shanks, 2002).
It is vital that individual differences within groups are recognised, commonality 
cannot be assumed on the basis of ethnicity and cultural background. The need to take 
education, gender, socio-economic and acculturation status into account is essential. 
Similarly there may be more than just ethnic differences, as with other client groups 
there may be sub-groups of ethnic older adults, such as gay, lesbian and homeless 
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people, for whom difficulties may be magnified (Lagana and Shanks, 2002). In 
conclusion race and ethnicity are very important variables in both the incidence and 
treatment of mental health difficulties in older people. However, as with any client 
group the needs identified by the individual must be the first priority.
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Summary of Adult Mental Health Case Report
Assessment formulation and management of a 
43 year old male initially referred for anger management problems.
In order to maintain confidentiality some o f the details in this report have been 
changed and to preserve anonymity all o f the names used are fictitious.
April 2002 
Year 1
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Adult Case Summary
This 43-year-old white British gentleman, whose first language was English, had 
initially been referred to the Clinical Psychology Service by his GP for help with a 
mild depressive disorder relating to problems at work. He had received eighteen 
months of regular individual psychodynamic therapy. During this time he disclosed a 
number of incidents and occasions where he had been unable to control his anger. His 
therapist concluded that a Cognitive Behavioural Therapy (CBT) approach to anger 
management might have been useful in addressing this problem.
Assessment
As a full background history had been supplied, the focus of the first assessment was 
to ascertain whether or not the client met the eligibility criteria for anger management 
training based on contemporary cognitive therapy model.
Initial Formulation
Mr Jones had a serious problem managing his anger. However, it also seemed that he 
lacked the appropriate motivation to change, he had been coerced into seeking help by 
the threat that his wife would leave him. He could readily justify his anger by 
externalising the blame and did not acknowledge any responsibility for his behaviour. 
From his presentation and the information provided during the assessment it appeared 
likely that there was an underlying clinical disorder for which anger was one of the 
primary symptoms.
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The initial formulation was summarised as follows: Mr Jones; anger was a primaiy 
feature of an underlying personality disorder; This disorder had developed in response 
to his early experiences; there appeared to be some level of insecure attachment, 
which formed as a result of abusive, angry and distant parenting and because of a two- 
year separation from his family during adolescence; Mr Jones attempted to 
compensate for his childhood neglect and rejection by demanding excessive attention. 
This strategy had failed because his behaviour alienated those he sought attention 
from, consequently his dysfunctional beliefs were maintained.
Action Plan
Combined with the information obtained form the assessment and a review of the 
evidence base it did not seem appropriate to offer Mr Jones brief cognitive therapy for 
anger management. Rather, a review of literatures suggested an enriched CBT 
approach would be more useful to help address Mr Jones’ difficulties. In order to 
further validate the initial formulation a further assessment was arranged, which 
included the use of two psychometric measures: The Evaluative Beliefs Scale (EBS) 
is a self-report measure, which consists of a series of 18 statements of negative person 
evaluations (Chadwick, Trower and Diyden, 1999) and Young’s Schema Focused 
Questionnaire, which is a two hundred and five item self-report measure. It consists of 
self-statements, which relate to each of the eighteen key schemas proposed by Young, 
(1994). Neither of the questionnaires selected provide statistical ‘norms’, but both 
have the potential to provide valuable qualitative information to guide formulation 
and treatment.
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An intervention based on a ‘Schema Focused’ approach, in line with Young’s (1994, 
1996) recommendations was planned to incorporate five phases; Schema 
Identification, Schema Activation, Schema Conceptualisation, Schema Education and 
Schema Change. The plan of action was never implemented. Mr Jones cancelled his 
first three appointments, usually excusing himself because of work commitments. He 
was offered one further appointment,. Mr Jones did attend his appointment but he had 
not completed any diaiy monitoring sheets or read any of the self-help leaflets he had 
been provided with on his last appointment.
Owing to the trainee’s time constraints, there was insufficient time remaining to 
initiate a Schema Focused Therapy approach. Mr Jones remained adamant that it had 
been agreed he would be offered an alternative source of therapy. He accepted eight 
sessions; it was arranged for seven further appointments to be sent to him in the post. 
Mr Jones rejected three of these appointments as inconvenient. He was informed that 
no further appointments could be made available, thus there were four sessions 
remaining.
The trainee discussed Mr Jones case with her supervisor who agreed that one realistic 
goal within the time constraints was to help Mr Jones to develop some insight to his 
problem through use of Cognitive Analytic Therapy (CAT) style thinking and tools. 
(Ryle, 1997; Ryle and Kerr, 2002) The choice of CAT was made because it 
acknowledges development of the self as a social and experiential concept, as well as 
on the basis of an extensive evidence base review.
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The main objective of the sessions 'would be to collaborate with Mr Jones to produce 
a graphic representation of his difficulties through the construction of a diagram using 
a CAT style mapping technique that could help to facilitate understanding of his 
difficulties and his identification of exits from dysfimctional beliefs and behaviours. 
For the remainder of his appointments there was a moderate increase in his 
compliance and he attempted to talk through some of the difficulties he had 
experienced through the map. At times he appeared reflective and insightful. By his 
final session he had identified some areas where he could begin to exit his vicious 
cycle and generated ideas as to how this could be achieved.
Outcome
Mr Jones developed some insight about how his present difficulties, emotions and 
behaviour were driven by past experiences. He was able to acknowledge and 
understand the nature of ‘reciprocal roles’ and how these maintained his difficulties. 
He recognised that much of his behaviour was self-defeating and resulted in 
confirming his anticipation of a negative response from others. Mr Jones said he 
would continue using his personal diagram, to help him identify where and how he 
could exit from his viscous cycle.
Mr Jones retained a rigid thinking style about other people’s personal rules and 
behaviour. He was still able to justify his anger and aggression in this context 
although less so in relation to his immediate family. Mr Jones was informed that his 
former therapist would review him three months after his final appointment with the 
trainee.
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Summary of Learning Disability Case Report
Extended assessment and formulation of a 14 year old girl 
with learning disabilities, referred for challenging behaviour problems
In order to maintain confidentiality some o f the details in this report have been 
changed and to preserve anonymity all o f  the names used are fictitious.
November 2002
Year 1
© Julia Helen Macleod 2004 112
Volume I_____________________________________________   Clinical
Learning Disability Case Report
J was a fourteen-year-old white British female. A referral had been made by her GP 
after her mother requested help with what she described as, J’s increasing aggressive 
behavioural problems whenever she was with the rest of her family.
Initial Assessment
Mrs X said that she felt angry that she had been referred from one service to another, 
that a succession of reports had been compiled with J, which, she believed had served 
no useful purpose.
History
J was the eldest child and had three younger brothers, she attended an independent 
school between the ages of 5 -  7 years before being transferred to a single sexed state 
school where she was back classed by a year. She began attending her current 
mainstream independent school as a weekly boarder at 11 years of age.
A previous psychological assessment report indicated that J had a moderate learning 
disability, with a verbal IQ of 72, performance IQ of 52 and a full scale IQ of 59, 
highlighting that her verbal skills were significantly more developed than her 
performance skills.
Throughout the interview Mrs X gave the impression of being highly critical and 
intolerant of J. She identified her immediate goal as finding activities for J in the
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summer holiday and her ultimate goal of finding J a full time residential placement 
when she reached sixteen.
Review of Assessment
Following a review of literature, it was decided that a systemic approach to obtain 
further information and continue the assessment, would be the most appropriate action 
and would provide the best approach fi*om which to conceptualise a formulation. The 
primary objective following the initial assessment was to develop a relationship with 
Mrs X, sustain her engagement and to encourage maintenance of contact with 
services. Mrs X’s permission was obtained to acquire information from J ’s school and 
to make referrals for additional resources.
Information from Other Informants
Evidently Mrs X had made previous contact with social services after an aggressive 
outburst fi*om J.. It transpired that this occurred after Mrs X had locked J out of the 
house. A home visit was conducted and it was noted that Mrs X treated J differently 
fi*om her other children. The social worker’s report stated that a referral would be 
made to a child psychiatrist with a recommendation that Mr and Mrs X attend a 
parenting programme and the case was closed. Mr and Mrs X apparently refused the 
parenting programme
Following further information received from J’s school, as well as further disclosures 
from Mrs X, the trainee became concerned that J was possibly at risk. She discussed 
the case with her supervisor who decided that a referral to social services was
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appropriate, further, all professionals who had been involved with the case were 
contacted and it was decided that a planning meeting to discuss the best way forward 
was appropriate.
Mrs X was informed that social services had been asked for support and that the 
planning meeting was to occur. On attending her next appointment she stated that she 
and her husband wanted support with J’s school fees, which were now becoming a 
drain on their resources or J’s removal to a state funded residential school and asked 
for this to be raised at the planning meeting. Mrs X agreed to make copies of earlier 
reports on J available, before the planning meeting. She also made an appointment for 
J to attend for an assessment but could not arrange this prior to the meeting.
From the reports that Mrs X provided it was clear that J had received extensive 
assessments, reviews and support from child developmental and educational services 
until she was 5 years old. However, these had been conducted under another health 
and education authority and it transpired that following a statement of educational 
needs, Mr and Mrs X rejected any further help opting instead for the private education 
sector
Initial Formulation
A number of hypotheses were generated from the information obtained at this point. 
Firstly the other professionals involved all gave an informal impression that they had 
uneasy feelings about Mrs X and her relationship with her daughter, all confirmed that 
she was very controlling, yet this had not been formally documented in any of the
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reports. What was consistently documented was Mr X’s occupation as a consultant 
surgeon, which suggested that people were conscious of his position. Further, Mrs X 
had been contacting different services independently when she didn’t have her 
immediate needs met, effectively disabling the standard process of referral and 
subsequent interventions. Consequently this led to a clash of working practices 
between agencies and services given their different priorities and the qualifying 
criteria, which guided practice. Effectively Mrs X was splitting staff and agencies and 
ultimately increasing her own distress.
Secondly, Mrs X’s hostility and distress may have been seen to stem from unresolved 
issues of bereavement and loss of ‘the perfect child’. She appeared to fail to 
acknowledge J’s learning disability as part of the problem. Denial of the problem 
resulted in her failure to engage with services. Thirdly, there were a number of 
predisposing factors that contributed to J’s development of behavioural problems, 
such as poor maternal bonding. Further, her learning disability provided a functional 
vulnerability particularly following her placement in a social system/school that was 
perhaps too demanding for her. J’s behaviour may have been triggered by her move to 
a new school, her change from day to boarding status and with the onset of puberty, 
which occurred at the same time.
Assessment with J
J arrived in a taxi, unaccompanied, her mother and brothers had gone shopping. Mrs 
X telephoned to ask if a taxi could be arranged to collect J at the end of the 
appointment. J related an argument with her mother the day before; J. had contacted
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social services, to ask for someone to talk to. Mrs X telephoned at the end of the 
appointment and confirmed and expanded on the incident; she had left J in the house 
alone following the escalation of the argument, then she also contacted social services 
to say what she had done, implying that family was at risk from J. Social services 
reports indicated that Mrs X was warned not to leave J alone again, and a follow up 
visit was arranged. Subsequently it was felt that no intervention was required. After 
further discussion with his team, the social services manager requested another 
planning meeting,.
Prognosis
The trainee provided a summary formulation and recommendations then handed the 
case over to her supervisor before leaving the placement. The outcome of any 
intervention was likely to be poor, particularly as Mrs X has failed to engage with 
services throughout most of J’s childhood. She had expressed reluctance to adapt 
family behaviour to accommodate J’s disability. Her relationship with her daughter 
was poor. Success may be further limited, because J’s parents were very determined 
to exclude her from family and had the resources to accomplish this. They appeared to 
lack motivation to change because there were easier options.
Following the last incident involving social services and before any plans could be 
implemented, Mr and Mrs X purchased a second family home within the locality, 
where they were proposing to house J with a residential carer, with the aim of sending 
her to a local state funded day school. Mrs X felt this was the best option for all
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concerned. She wished to continue with input from the CTPLD until a suitable school 
was found for J.
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Summary of Child and Family Case Report
Cognitive Behavioural assessment and treatment of a 15-year-old girl presenting
with social anxiety difficulties
In order to maintain confidentiality some o f the details in this report have been 
changed and to preserve anonymity all o f  the names used are fictitious.
January 2003
Year 2
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Child Case Summary
Polly, a white British teenager whose first language was English had been taken to see 
her GP by her mother who was concerned about her general lethargy, poor appetite 
and a recurrence of anxiety when confronted with social situations which involved 
eating. The GP referred Polly to the child and adolescent service.
Assessment
Polly presented as cheerful and articulate. She was able to describe her difficulties 
with ease. Polly’s concerns were primarily about the anxiety she felt in social 
situations with her peers specifically if she was required to eat as she feared being 
sick in public. She was of a very slight build. She said she had never attempted 
deliberate weight loss, binge eating or purging. She did not participate in any form of 
sport or exercise. Polly said she was extremely happy with her overall body shape and 
image. She compared herself very favourably with her peers. Polly did not disclose 
any behavioural symptoms other than those associated with heightened physical 
arousal and limited social withdrawal.
Medical
Polly did not report any physical problems other than painful periods.
Education
Polly attended an all girls grammar school. Her school reports described her as a 
conscientious high achiever. Polly did not disclose any difficulties at school either 
academically or in terms of her relationships with her peers.
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Measures
During the initial assessment Polly completed a number of self-report questionnaires 
which included the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock 
and Erbaugh, 1961), the Hospital Anxiety and Depression Scale (HADS) (Zigmond 
and Snaith, 1983), the Social Cognitions Questionnaire (SCQ) and the Social 
Behaviour Questionnaire (SBQ) (Wells, Stopa and Clark, 1993). Polly’s score were 
not indicative of depressive symptomatology, however a moderate level of anxiety 
was indicated. In terms of social cognitions, Polly reported a 50% conviction of 
vulnerability, an 80% conviction of an inability to concentrate and a 60% conviction 
that she would vomit. Polly identified using three ‘safety’ behaviours; she often 
talked less and ‘switched o ff in social situations.
Historv of Presenting problem
Polly had previously been referred to the CAMHS service in 2001 presenting with a 
more generalsed social anxiety. She had received a combination of Behavioural and 
Solution Focused therapy on an individual level. Polly was apparently reluctant to 
terminate her relationship with her therapist.
Initial Formulation
Polly’s difficulties seemed to be consistent with those of a specific social anxiety 
(ICD -  10, WHO, 1992) and were easily formulated into a CBT model in line with the 
evidence base.
Predisposing Factors
A number of factors may have contributed to Polly being susceptible to developing an 
anxiety related disorder; a strong family history of depression, her exposure to a
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number of family problems, including marital discord, which culminated in her 
parent’s participation in a trial separation for 1 year when Polly was 10 years old.
Precipitating Factors
Polly was experiencing lifestyle transitions that paralleled her adolescent 
development. She had participated in her first adult style social occasion, attending a 
party where she had her first exposure to witnessing the use of marijuana, indulged in 
her first excessive use of alcohol and participated in her first intimate but not sexual 
experience with a boy. Her anxiety symptoms surfaced the following day.
Maintaining Factors
Polly had a pattern of avoidance of and withdrawal from some social situations before 
her anxiety subsided. She was prone to external hyper-vigilance. Her parents did not 
maintain a strong social network, appeared to have few friends and attended few 
social occasions.
Protective Factors
Polly was ambitious about her future aims. She had a record of high academic 
performance and achievement. Polly demonstrated a strong internal locus of control 
when discussing aspects of her life that did not involve social occasions where she 
was required to eat. She presented as confident, revealed a ready sense of humour and 
did not appear to have any difficulties with low self-esteem. She had no apparent 
problems with making and maintaining peer friendships, came from a well-educated 
and high socio-economic background and appeared to have healthy family 
relationships.
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Action Plan
Polly identified her primary goal as attending social occasions where she would be 
expected to eat without any anxiety. Polly had had eight sessions of therapy twelve 
months previously and acknowledged that she already possessed some limited insight 
about her difficulties and had retained a number of the skills and coping strategies 
with which to deal with them. Therefore, in a collaborative discussion with Polly and 
her mother it was decided that 8 1-hour sessions of individual therapy using a short 
form CBT approach would be sufficient to help her move forward. Given her previous 
response to the termination of therapy Polly was given appointments for all of her 
sessions in advance. The aim of this was to help her to acknowledge and plan towards 
approaching the end of treatment. A contractual approach was used to agree on a 
structure for therapy based on general CBT models of anxiety and therapy in line with 
those advocated by Butler, (1989), Salkovskis, (1996) and Wells, (1997).
Outcome
Polly responded well to therapy and carried out work between sessions consistently. 
Her measures indicated considerable improvement, however one week before she was 
due for discharge Polly stated she did not feel she had improved at all and would like 
further therapy. Following an extensive interview with her mother, a reformulation 
was made and shared with Polly as part of a family session initiated by the trainee
A report of the outcome of Polly’s therapy was sent to her GP providing a 
recommendation that a referral for further individual therapy would not be in Polly’s
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best interest. Polly and her parents were offered the opportunity for a referral to 
family therapy, which they declined. Polly was sent a letter confirming her discharge.
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Summary of Elective Case Report
“ A Cognitive Behavioural assessment and management of the key difficulties 
experienced by a 34 year old male with a diagnosis of ‘post-ictal psychosis”.
In order to protect the client’s anonymity, some details have been changed or omitted 
and all names used in this report are fictitious.
February 2004 
Year 3
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Elective Case Report
Mark was a 32-year-old white British male, whose first language was English. He 
lived with his mother, worked full time, was unmarried and childless. Mark had 
complained of experiencing feelings of intense paranoia. He was extremely anxious 
and fearful of these episodes, particularly as one acute episode in 1994 had resulted in 
a forensic admission. His psychiatrist referred him to the psychology service with a 
diagnosis of post-ictal psychosis.
Assessment
Information was obtained through face-to-face interviews, medical notes, 
questionnaires and discussion with his consultant psychiatrist. Mark had not worked 
for several weeks because his symptoms manifested themselves primarily when he 
was working. Mark experienced ‘auras’, which preceded his episodes of psychosis; 
these presented as strange sensations in his stomach and head. Since the prescription 
of anti-epileptic medication, these symptoms had receded. When feeling paranoid, 
Mark’s main coping strategy was to return home, where he would isolate himself in 
his bedroom. Mark had been becoming increasingly reclusive and rarely socialised 
with his friends or participated in leisure pursuits. Mark described his main aim of 
therapy was to manage his paranoia. The nature of the psychosis was complicated by 
Mark’s epilepsy; therefore, it became evident that aspects of the assessment, 
formulation and intervention needed to be informed by more than one theoretical 
model.
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Formulation
Mark’s problems appear to have been triggered in adolescence, when he began using 
recreational drugs to increase his self-confidence and self esteem. This apparently 
initiated his first psychotic episode. Although Mark’s presenting problem was of 
paranoia there were clearly strong anxiety and self-esteem components that may be 
conceptualised within a general cognitive theoretical framework of emotional distress, 
such as those proposed by Beck (1976) and Ellis (1962).
Mark was preoccupied with the constant threat of paranoia and other psychotic 
symptoms that followed his epileptic seizures. Based on his experience of previous 
incidents, he felt he had no control over these episodes, and he became trapped in a 
vicious cycle of anxiety; as his anxiety increased his susceptibility to seizures that 
would initiate the psychosis also increased. The central tenet of the cognitive anxiety 
model described by Wells (1997) combined with aspects of Clark’s (1989) model of 
panic, would seem to fit well with Mark’s difficulties. Mark felt extremely anxious in 
his work environment, as he believed his competency was in question because of his 
illness. Thus he would become hyper-vigilant to physical sensations, and interpret the 
physical arousal, associated with his anxiety with the onset of a seizure and/or 
psychosis, which would increase his anxiety ftirther. When his appraisal of the threat 
became overwhelming, Mark used withdrawal as a safety behaviour. The reduction in 
his physical symptoms and fears provided ‘evidence’ that this ‘safe’ behaviour 
prevented seizures and psychosis, and therefore served to maintain his difficulties.
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Action Plan
The initial formulation was shared with Mark and presented as a point from which he 
and the trainee could begin exploring his other difficulties. The explicit goals were to 
conduct and extended assessment, whilst working to reduce some of Mark’s anxiety. 
An exact number of sessions were not determined at this stage; however, Mark was 
made aware that he would receive a minimum of six further regular weekly one-hour 
sessions, at which stage he and the trainee would conduct a collaborative review of 
his progress.
Reformulation
Whilst there was extensive information relating to the onset and development of his 
symptoms within a diagnostic framework already available, the process of continued 
psychological assessment provided a clearer picture of Mark’s psychosocial 
development, particularly in relation to his childhood and adolescent experiences. 
Mark and the trainee collaborated to plot and explore a time-line to help identify key 
events, antecedents to acute episodes as well as hying to identify what had 
contributed to periods of respite. Mark’s difficulties were reformulated within a 
general cognitive ABC theory of psychosis, where his paranoid delusions were his 
interpretations (B’s) of ah event/experience (A’s). As a consequence (C’s) of his 
beliefs he experiences distress. The reformulation expanded on the initial formulation, 
enabling the trainee and Mark to draw contributing factors together to add to the 
explanation for his paranoia and distress, and to normalise this as a response to his 
early and later experiences.
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Outcome
Mark was highly motivated and therefore easy to engage in therapy. He was 
comfortable with the collaborative style of the model and contributed enthusiastically. 
Mark used considerably less avoidance and re-engaged in social activities. His 
newfound confidence enabled him to re-evaluate his job, which he had identified as 
another source of his distress and he set realistic attainable goals to achieve his aim of 
planning a career.
Unfortunately, three weeks before he was due to be discharged from the psychology 
service, he took an impulsive overdose. Mark attended an appointment with the 
trainee a week later and was able to identify experiencing what may have been subtle 
warning signs that indicated the onset of a seizure. He was able to challenge his belief 
that his drink had been spiked and acknowledged that although he had not been 
drinking excessively, as with previous episodes, he had consumed alcohol, which was 
likely to have been a strong contributory factor in triggering the seizure. The 
complication of Mark’s epilepsy combined with his experiences necessitated 
acknowledging that some of his appraisals and negative automatic thoughts may have 
been accurate and needed examining in terms of ‘helpfulness’. The reformulation 
aided in ‘normalising’ and validating Mark’s response to many of his experiences and 
avoided what he may have interpreted as a critical approach.
A review of his formulation, intervention, outcome and coping with setbacks was 
conducted in the final appointments. Before being discharged from the trainees care 
Mark was provided an appointment to be reviewed by her supervisor in one month
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and a referral to the vocational advisor was initiated. He continued to remain under 
the care of his psychiatrist, neuro-psychiatrist and neurologist.
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Summary of Older People Case Re [port
“The neuropsychological assessment of a 63 year old woman presenting with memory 
difficulties and general cognitive decline”.
In order to maintain confidentiality some o f the details in this report have been 
changed and to preserve anonymity all o f  the names used are fictitious.
April 2004 
Year 3
© Julia Helen Macleod 2004 131
Volume I________________________________________________ Clinical
Older People Case Summary
Mrs Lang was a 63-year-old white British lady whose first language was English, she 
had been referred to the service for an assessment of her memoiy problems and 
general cognitive deterioration. Mrs Lang was right handed. She did not disclose or 
appear to have any auditoiy or motor problems. Initially, Mrs Lang did not appear to 
have any receptive language problems; she did exhibit some expressive language 
difficulties. She wore spectacles for reading.
Previous Assessments
A psychiatric assessment was conducted at Mrs Lang’s home by the staff grade 
psychiatrist in December 2003. A Mini Mental State Examination (MMSE: Folstein, 
Folstein and McHugh, 1975) yielded a score of 27 out of 30. Mrs Lang was reported 
as being “hilly orientated to time and place and displayed no psychotic features. She 
displayed some visuo-spatial difficulties, problems with attention, was generally 
forgetful during the conversation and often needed re-orientating”. The report stated 
she had attended for an MRI scan, the results of which were normal. There were 
apparently no vascular risk factors or any physical correlates that might account for 
mental confusion. It was concluded that, “ it is likely she is suffering firom an early 
onset of dementia, probable of Alzheimer’s type”.
She was assessed with a battery of tests, which were selected to determine a pre- 
morbid level of functioning, general cognitive decline, deterioration of specific 
functions and which would be sensitive to progressive decline. Despite difficult
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moments, Mrs Lang generally maintained a good rapport with the trainee throughout 
which may have been a main effect of the trainee’s maturity and female gender.
The trainee’s hypothesis predicted a co-morbid presentation. It was expected that a 
moderate to severe level of clinical depression was affecting Mrs Lang’s memory and 
general cognitive functioning in conjunction with a cognitive decline consistent with 
dementia. This was not supported. In line with the psychiatrist’s observations, the 
trainee did not observe any overt symptoms or behaviours that were consistent with 
either anxious or depressive symptomatology. These observations were supported by 
Mrs Lang’s psychometric assessment scores, which placed her well within the 
‘normal’ range.
The results of the tests appear to indicate strong support for a unitary diagnosis of 
dementia. Mrs Lang’s estimate of pre-morbid functioning was considerably higher 
than the three main measures of her current WAIS -  III scores, which were well 
below average. Her WMS -  III scores indicated that she had difficulties with 
immediate encoding, storage and retrieval of visual and verbal information. In 
addition Mrs Lang’s performance on independent tests of language and visuo-spatial 
and perceptual functioning were all below average.
Mrs Lang consistently asked for repeated instructions, which suggested that she was 
having difficulty following directions and understanding complex verbal instructions, 
as well as difficulty in sustaining attention. Mrs Lang’s lowest ‘performance’ WAIS- 
III scaled score was for Digit-Symbol Coding, this subtest has been shown to be
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particularly sensitive to detecting early stage dementia (Groth-Mamat, Gallagher, 
Hale and Kaplan, 2000). Another example of visuo-spatial difficulties that is 
apparently often associated with AD is the “closing in phenomenon” where the 
examinee will attempt to “make a copy of a construction close to or overlapping the 
model” (Lezak, 1995 pp. 213). Whilst attempting the WAJS-III block design task, 
Mrs Lang was observed to attempt placing the blocks on top of the picture in an 
attempt to replicate the design.
Consistent with a profile of dementia, Mrs Lang was generally unaware of her 
cognitive impairments and decline in performance of everyday tasks (McGlynn and 
Kaszniak, 1991). However, Mrs Lang’s previous occupation as a domestic science 
teacher was likely to have provided her with extensive learning and practice of meal 
preparation and housekeeping tasks. Her particular area of expertise, competence and 
level of practice may have been enabling her to carry out such tasks relatively 
automatically (Hart and Semple, 1990). This may have been permitting her to 
unintentionally compensate for some of her deficits so that an adequate performance 
was maintained. Thus, it was difficult to determine her actual level of decline in these 
areas.
Overall, allowing for age adjustment, Mrs Lang’s general cognitive functioning was 
within the “extremely low” range when compared to the general population. Her 
impairments appeared to be less focal and were generally widespread, there was no 
apparent evidence of cerebral damage indicated on the MRI scan. Presence of other 
organic disorders appeared to have been eliminated. Mrs Lang appeared to be at
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minimal risk of developing any of the vascular or sub-cortical dementias. Therefore it 
was likely she had an early onset dementia of the Alzheimer’s type.
Recommendations
There was evidence of visual-spatial and perceptual difficulties; visuo-perceptual 
deficits are reported as a common feature, which are evident in tests of visual 
discrimination, analysis, spatial judgement and perceptual organisation. However, it 
was difficult to conclude categorically that this was not due to her scotoma Therefore 
a recommendation to request further investigations regarding Mrs Lang’s visual 
difficulties from an ophthalmic optician or equivalent was made.
The results of Mrs Lang’s neuropsychological tests provided a valuable baseline 
measure, and thus a re-assessment of her cognitive function in 12 month’s time was 
recommended to assess for progressive decline.
In accordance with NICE (2001) guidelines, the assessment was sufficiently 
comprehensive to provide a baseline of Mrs Lang’s cognitive abilities, global 
behaviour and activities of daily living as opposed to one specific area of functioning. 
Thus, it is anticipated, in deference to current recommendations, that it will be 
concluded that Mrs Lang could benefit from the prescription of one of the three 
dementia drugs, (donepezil, rivastigmine or galantamine) shown in extensive 
randomised control trials as effective in arresting decline in cognitive function (NICE, 
2001).
© Julia Helen Macleod 2004 J 3  5
Volume I___________________________________________   Clinical
Adult Mental Health Placement
Core Placement - October 2001 -  March 2002
This placement was based in a multi-disciplinary community team mental health 
setting. This was a very structured and organised placement, which was ideal for a 
new trainee. Working within a multidisciplinary community team I had the 
opportunity to be co-supervised by two supervisors who both practiced speciality 
therapies in conjunction with CBT and psychodynamic therapy: Supervisor 1 - 
provided supervision, teaching and observation of EMDR and CAT alongside 
standard supervision and practice of CBT. Supervisor 2 - provided supervision, 
experiential learning, discussion and teaching of Autogenic Training and 
Neurocardiology. This was an excellent opportunity to gain a first hand introduction 
to therapies that are less commonly practiced.
This placement provided access to a range of clients presenting with a comprehensive 
variety of emotional distress. The opportunity to observe colleagues from other 
discipline was regularly provided. Regular weekly Psychologist team meetings and 
CPD were actively encouraged. The team were instrumental in assisting with 
recruiting participants for my service related research project, which assessed clients 
views on the service provision and aimed to encourage clients to participate in a 
service users forum. Colleagues were also supportive in ensuring there was large 
attendance for the presentation of my results and findings.
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Learning Disability Placement
Core Placement - April 2002 September. 2002
This placement was set within a very busy and pressured multidisciplinary 
community team. Input from psychology was highly valued, particularly as the 
service was inhibited the size of the team compared to the size of the client base. The 
placement required me to work independently and autonomously, providing direct 
and indirect clinical services. The placement provided the opportunity to observe, 
engage and co-work with staff members from other disciplines, both within the team, 
the community and external agencies. Professional development was actively 
encouraged and opportunities for attending seminars and workshops were frequently 
available as was the opportunity to learn about the operation and organisation of the 
service, including understanding protection policies for vulnerable adults.
Clients ranged from children through to adults and presented with a range of learning 
disabilities from mild to severe and referrals included a diverse range presenting 
problems. Interventions were designed and implemented using CBT and elements of a 
person centred and systemic approach and I was able to gain experience in the use of 
a range of psychometric tests using a variety of assessment tools, standardised for this 
client group. I had the opportunity to gain teaching experience, facilitate in the 
planning of a group intervention, to offer professional development activities to 
colleagues in other disciplines and to attend numerous meetings where on occasion, I 
was required to act as the representative for the psychology service.
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Child and Adolescent Mental Health Placement
Core Placement - September 2002 — March 2003
Working within a multidisciplinary community team I again had the opportunity to be 
co-supervised. Experience was provided in the assessment and formulation of 
problem behaviour, emotional distress and family difficulties with children and 
adolescents. Interventions were designed and implemented using CBT, behavioural, 
brief solution focused and systemic therapies. I was able to gain experience in the 
administration and interpretation of a range of psychometric assessments. My 
caseload included clients presenting with a range of difficulties and were aged 
between two and sixteen years of age. Success of interventions was evaluated using 
standard outcome measures. There was ample opportunity to observe and co-work 
with team members from other disciplines, such as the family therapy team, 
psychiatrists and with other psychologists. I also co-facilitated in a twelve week 
psycho-educational group parenting programme.
Regular team meetings were accessible as were psychology team meetings which 
provided the opportunity for CPD and training in becoming familiar with the 
organisation and operation of the Child and Adolescent service and documents 
relating to child risk and protection procedures. This was a busy and challenging 
placement, which required the ability to work independently when necessary and the 
ability to work well as part of a team.
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Elective Placement (1) CBT for Psychosis and complex Cases
Elective Placement (1) - April 2003 -  September. 2003
This placement provided specialist supervision in the practice of CBT for psychosis 
and complex cases within a multidisciplinary adult CMHT setting with attachment to 
the specialist psychosis service. The caseload consisted of extended assessments and 
ongoing therapy for both inpatients and outpatients. Owing to the complex nature of 
the cases, my caseload was restricted to six clients. This provided time for advanced 
reading and planning intervention sessions. Clients were a balance of male and 
female, some of whom had specific difficulties relating to culture and one of whom 
presented with a complex neurological disorder underpinning the diagnosis of 
psychosis. All clients were managed within a CBT fi-amework with one exception 
who was managed within a DBT framework. All clients were diagnosed as posing a 
considerable risk of self harm and/or harm to others. This necessitated a thorough 
understanding of risk assessment procedure for adults diagnosed with a mental health 
disorder and familiarisation with the related documents. I attended workshops relating 
to crisis management and risk assessment and attended regular meetings related to 
implementing NICE guidelines in respect of service provision for psychosis. Regular 
CPD seminars, and research meetings were a feature of this service, which is 
renowned for its lead and expertise in offering a specialist CBT for psychosis service. 
Teaching was another feature of this department, where consultants were closely 
linked to the School of Medicine; as a consequence I was afforded the opportunity to 
be the sole facilitator in providing education and training to 5* year medical students.
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Older People Placement
Core Placement - October 2003 -  March 2004
This placement was based in an in-patient unit although it also provided a community 
service. Although this was a core placement, attachment to this service afforded all 
the benefits of a specialist placement as a consultant neuropsychologist provided my 
supervision. Therefore I had the opportunity to work with clients who primarily attend 
for extensive neuro-cognitive assessments.
This was an extremely pressured service where insufficient staffing levels had a major 
impact on the service. Consequently under the guidance of regular supervision, I was 
required to work independently throughout the placement. Access to other disciplines 
and resources was extremely limited and provided an excellent experience of working 
within a restricted framework. However I did get the opportunity to observe a session 
in the ECT clinic. This placement offered an excellent opportunity to conduct a wide 
variety of complex neuro-cognitive assessments, to become familiar with interpreting 
the results and to develop skills in providing comprehensive and detailed formal 
reports. Opportunities for providing psychological interventions were limited, 
however, this was more than compensated for by the benefits of acquiring experience 
and supervision of neuropsychological practices.
© Julia Helen Macleod 2004 140
Volume I__________   Clinical
Elective Placement (2) Adult Forensic High Security Unit
Elective Placement (2) Avril 2004 -  Sevt 2004-02-25
This placement was based within a maximum-security forensic setting. The post 
required an extensive induction, including training in breakaway techniques and first 
aid at work. Supervision and clinical practice was within a CBT framework and 
model. Cases included extended neuro-cognitive, personality, psychosexual and risk 
assessments and relapse prevention relating to alcohol misuse.
This was an excellent opportunity to utilise and further develop the skills obtained in 
my first elective placement, of working with complex cases. The department offered 
extensive opportunity to work with and observe specialist practitioners and 
researchers within the forensic field, as well as extensive opportunities for training 
and development. Team and CPD meetings were a regular fortnightly occurrence. The 
placement provided the opportunity to gain an understanding of the risk assessment 
procedure for adult offenders diagnosed with a mental health disorder and 
familiarisation with the related Home Office documents and requirements. This was 
also an excellent opportunity to extend my knowledge and experience of cultural and 
social diversity, as well as to further develop awareness and practice of personal risk 
management.
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Abstract
Title: ‘User satisfaction at a Community Mental Health Team Centre for adults’. 
Objectives: Mental Health Forums are increasingly being used to empower patients 
and increase self-advocacy (Mclver, 1991). Since the introduction of the National 
Service Framework (NSF, 1999) the opinions of patients are now being sought more 
frequently as a measure of quality as well as a method of changing and shaping 
services. The objectives of this study were to conduct a service users satisfaction audit 
of an adult community mental health centre and to ascertain if patients would be 
interested in participating in a staff/service user forum.
Design: Satisfaction Audit -  Survey Design.
Setting: A South coast Community Adult Mental Health Centre.
Participants: Participants were recruited from an adult community mental health 
centre. They were selected by opportunity from patients who were either, attending 
for assessment, receiving continuing care or about to be discharged. Recruitment was 
conducted by the health care professional that was currently providing care for the 
individual.
Main Outcome Measures: A twenty-item questionnaire consisting of open and closed 
questions was designed to obtain demographic information and levels of user 
satisfaction with various aspects of the service. These were analysed using descriptive 
statistics.
Results and Implications o f Findings: A total of 30 questionnaires were returned. 
Overall, patients generally reported high levels of satisfaction, which is consistent 
with other studies. Recommendations for improving the range and rates of response
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and increasing the quality of information obtained are discussed with reference to 
previous research findings.
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INTRODUCTION
The introduction of the National Service Framework (NSF) to raise the profile of 
mental health care has recommended, “...a working partnership between those who 
use and those who provide the service...” (NSF, 1999 pp.2). It has only been in the 
past decade, since changes in the provision of care, that community mental health 
(CMH) user views have been more widely sought, as a measure of quality and method 
of changing and shaping services, although there had been tentative moves in this 
direction since the nineteen eighties. Consequently there is a paucity of literature and 
research (Jefferis, 1996; Tilbrook, 1997).
Of the limited literature and research available there appears to be consistent evidence 
suggesting patients’ satisfaction with communication correlates with satisfaction with 
other aspects of the service. Conversely, poor communication and lack of information 
provided by health care professionals’ correlates with patient dissatisfaction and high 
anxiety (Slater, Lirm and Harris, 1982; Simpson, Buchman, Stewart, Maguire, Lipkin, 
Novack and Till, 1993; Jones and Lodge, 1991).
It would seem that the majority of CMH satisfaction surveys obtain very positive 
responses from consumers (Rogers, Pilgrim and Lacey, 1993). However, Williams, 
Coyle and Healey (1998) urge caution in the interpretation of user satisfaction 
surveys, suggesting that satisfaction is a difficult concept to measure. They conducted 
in-depth interviews with patients following their completion of a satisfaction 
questionnaire and concluded that ‘satisfaction’ as an evaluation is a complex process. 
They found that people made positive and negative statements based on their
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experiences. However, transformation of these experiences into evaluations appeared 
to be guided by beliefs, assumptions and expectations about what they should be able 
to take for granted, primarily, ‘duty’ and ‘culpability’. If they voiced negative 
experiences, they were still likely to express satisfaction with the service if their 
assumptions about ‘duty’ and ‘culpability’ had been met (Williams, 1994; Williams 
and Wilkinson, 1995; Williams, Coyle and Healy, 1998).
Contemporary studies have provided numerous recommendations to improve the 
reliability and validity of future research. It is often commented that user satisfaction 
yields a predominance of positive comments about staff (Arscott, Bollom, Dawson 
and King, 1997). Thus, it has been suggested that researchers should be independent 
of the service to avoid patient’s acquiescence and fear of reprisal (Brunning, Borley, 
Poppleton and Rogan, 1994; Skaife and Spall, 1995). Further, to ensure full co­
operation, staff attitudes towards the evaluation should be considered as many 
clinicians are concerned about their patient’s participation, believing that their own 
performance will be judged ( McAuliffe and MacLachlan, 1992; Spencer, 1995).
The CMH centre, to which this satisfaction audit relates, had experienced a period of 
great change and turmoil, which was of an extremely sensitive nature. The 
circumstances of ‘change’ followed the very public prosecution of an individual 
charged and convicted of a number of serious offences against patients and for which 
there was extensive coverage in the national press. The crucial driving force behind 
the initiation of this project was the rise in the number of complaints from patients
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received during the time when the service was under the public spotlight and low 
levels of staff morale.
Despite the need for satisfaction audit at this time it was obviously not permissible to 
refer directly to patients satisfaction with any issues related to the earlier litigation. 
Consequently it was thought more appropriate to investigate a more global aspect of 
patent satisfaction. The stated objective of this study was to obtain service users views 
through the collection of quantitative and qualitative survey data to determine 
satisfaction with certain aspects of the service and ultimately to set up a staff/users 
forum. However, it was anticipated that the actual process of conducting the study 
would be of equal value by raising the confidence of staff and patients with the 
knowledge that the service was under scrutiny and methods of change were being 
sought.
Owing to the sensitive nature of the difficulties within the CMHT at the time, the 
management were not enthusiastic about supporting individual research projects. The 
protocol for this audit, (see appendix 1) had been conjointly produced by the CMH 
team psychologist, (the trainees supervisor) and the Clinical Audit and Research 
Manager for the Trust, consequently further ethical approval was not required. 
Although the author was not involved in the design of the audit and questionnaire, it 
was decided that the audit was a priority of the service. It was agreed that she would 
proceed with the analysis on the understanding that she could conduct a critical 
appraisal of the design and methodology in order to make recommendations to the 
service about future audit activities.
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METHOD 
Design
Satisfaction audit -  survey design.
Setting
The study was conducted at a South coast adult CMH centre.
Sample
A total of 30 participants were obtained by opportunity from patients who were 
currently being seen at the CMH centre between mid October 2001 and mid January 
2002.
Measure
A questionnaire was designed by the lead auditor, a clinical psychologist at the centre 
and approved by the clinical audit manager at the NHS trust. The questionnaire 
comprised of twenty open and closed questions designed to ascertain demographic 
information, which discipline the patient was receiving care from, likes and dislikes of 
assessment and intervention, punctuality of appointments, information provided about 
treatments, respect shown by staff, attitude of staff towards the individual, and 
satisfaction with environmental aspects of the centre. Satisfaction was rated on a 
Likert type scale ranging fron 0 = ‘not at all’ to 4 = ‘a lot’. There were three versions 
of the questionnaire: A) Patient satisfaction after discharge; B) Patient satisfaction 
after assessment and C) Patient satisfaction during continuing treatment (see appendix
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2). Whilst retaining the basic format, each category of questionnaire contained subtle 
differences to accommodate the different experiences associated with the point at 
which the patient was receiving contact with the centre.
Procedure
The lead auditor met with each professional and requested that they offer the 
questionnaire to patients currently being seen within the specified time period. A total 
of 15 questionnaires, 5 in each category, were distributed to each of the ten disciplines 
represented at the centre. A covering letter to the patient accompanied each 
questionnaire. (See appendix 3). Patients were given the option of returning the 
questionnaire either personally or depositing it in a confidential box located in the 
CMH centre. Qualitative and quantitative data was collected. Descriptive statistics 
were used to explore and compare levels of satisfaction. A trainee clinical 
psychologist (the author) who was not involved in the design of the study or data 
collection conducted a retrospective literature review, the data entry and analysis.
Results
Thirty questionnaires were returned. These were not evenly distributed between each 
category: A, n = 3 (10.0%); B, n = 4 (13.3%); C, n = 23 (76.7%). As a result, 
satisfaction could not be compared by this method of grouping therefore the groups 
were combined.
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Demographic Data
Twenty-two females and 6 males responded, 2 respondents did not specify gender so 
satisfaction by gender was not compared. Response by age may be seen in table 1.
Table 1
Responses by Age
Age
Group
26-35 yrs 3 6 -4 5
yrs
4 6 -
55yrs
5 6 -6 5
yrs
Missing Total
Frequency 7 7 7 8 1 30
Percent 23 213% 233% 26.7% 33% 100%
Which Professional Consulted
The frequency and percentage of patients responding, according to which professional 
seen, is shown in table 2.
Table 2 Frequency and Percentage of Which Professional Consulted
CPN Physio/
Physio.
Tech
Psychol. Social
Worker
Comm.
Supt.
Worker
CBT
Thrp.
OT Missing Total
% 40.0% 6.7% 6.7% 10.0% 6.7% 6.7% 33% 20.0% 100%
Freq. 12 2 2 3 2 2 1 6 30
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Satisfaction with Timekeeping
Overall, patients who responded to this question reported generally high levels of 
satisfaction, 73.3% (n = 22) reported they were seen on time on at least 80% of 
occasions (see table 3 for full details).
Table 3 How many appointments were on time?
Response Frequency Percent
None 0 0
1%-19% 0 0
20% - 39% 0 0
40% - 59% 0 0
60% - 79% 2 6.7
80% -99% 9 30.0
All =100% 13 433
Missing 6 20.0
Total 30 100.0
Attitude of the Professional Towards the Patient
Response to the two questions relating to the attitude of the professional ranged 
between ‘a lot’ and ‘quite a lot’, indicating that overall patients were satisfied with the 
attitude of the professional they were seeing. (See tables 4a and 4b).
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Tables 4a and 4b
Satisfaction with Attitude of the Professional 
Table 4a Table 4b
Has the person you 
have been seeing 
listened to your 
needs?
Freq. %
Not at all 0 0
Not very much 0 0
A moderate
amount 2 6.7
Quite a lot 6 20.0
A lot 21 70.0
Missing 1 3.3
Total 30 100.0
Does the person 
you see treat you 
with respect?
Freq. %
Not at all 0 0
Not very much 0 0
A Moderate 
Amount 0 0
Quite a lot 7 23.3
A  lot 22 73.3
Missing
1 3.3
Total 30 100
Satisfaction With Telephone Contact
Patients’ satisfaction with telephone contact with the centre was generally high. (See 
table 5)
Table 5
Response Frequency Percent
Very satisfied 16 53.3
Quite satisfied 7 23.3
Moderately satisfied 0 0
Not very satisfied 0 0
Not at all satisfied 0 0
Not applicable 1 3.3
No phone 2 6.7
Missing 4 13.3
Total 30 100.0
Satisfaction With Information about Medication
Satisfaction with the information given about side effects for medication was varied. 
(See figure 1).
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Figure 1
Satisfaction With Information About 
Side Effects of Medication
Missing n = 4
13.3%
Not apple, n = 11
36.7%
Not at all sat n = 1
Not veiy sat. n = 3
Mod. sat. n =
13.3%
Quite sat. = 3
10.0%
Very sat. n = 4
13.3%
Figure 3 shows that 50% of patients either recorded their answer as ‘not applicable’ or 
omitted a response. A combined total of 36.7% reported being ‘moderately’ to ‘very’ 
satisfied, compared to a total of 13.3% who reported low levels of satisfaction.
Satisfaction With Information About Therapy or Other Treatment
Overall there were higher levels of satisfaction with the information provided for 
other treatments and therapies than for medication. (See table 6).
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Table 6
Information on treatment or therapy received
Level of 
Satisfaction
Frequency Percent
Not very satisfied 1 3.3
Moderately satisfied 4 13.3
Quite satisfied 7 23.3
Very satisfied 12 40.0
Not applicable 4 13.3
Missing 2 6.7
Total 30 100.0
Generally patients appear to be satisfied with the information they received on 
treatment or therapy. A combined total of 76.6% reported being ‘moderately’ to ‘very 
satisfied’, compared to 3.3% who reported low levels of satisfaction.
Patient Satisfaction with the Building. Facilities and Administration
This question contained 9 items and examined patients satisfaction with general 
aspects of the building, facilities and administration staff. Patients most commonly 
rated their satisfaction as high. Levels of satisfaction were coded as follows: 1 = not 
very satisfied; 2 = moderately satisfied; 3 = quite satisfied; 4 = very satisfied; 5 = not 
applicable. (See table 7).
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Table 7 Satisfaction with environment and administration
Satisfaction With: N Missing Median Mode Range
Written correspondence 18 12 3.00 3 3
Friendliness o f reception staff 27 3 4.00 4 2
Helpfulness o f reception staff 28 2 4.00 4 2
Heating in the building 24 6 3.50 4 3
Cleanliness in the building 25 5 4.00 4 2
Parking 15 15 2.00 2 3
Wheelchair access 30 0 5.00 5 3
Reading material in reception 
area
17 13 3.00 4 4
Waiting area
24 6 3.00 2 4
Individual tables generated by SPSS for each item relating to this question may be 
seen in appendix 3. In accordance with the levels of satisfaction obtained for other 
questions, patients have most frequently responded that they are ‘veiy satisfied’.
‘Overall Satisfaction’
‘Overall Satisfaction’ was rated by whether or not people would use the service again 
or recommend the service to friend. The majority of respondents said they would use 
the service again and recommend it to a friend. (See tables 8a and 8b).
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Tables 8a and Sb
Table 8a
Would you use this service again?
Response Frequency Percent
Don't know 1 3.3
no 1 3.3
yes 27 90.0
Missing 1 3.3
Total 30 100.0
Table 8b
Would you recommend this service to a 
friend?
Response Frequency Percent
Don't know 2 6.7
no 1 3.3
yes 26 86.7
Missing 1 3.3
Total 30 100.0
Qualitative Data
Response to open questions was poor, however, there were two questions that 
received attention and the comments to these may be seen in tables’ 9a and 9b. Four 
patients expressed interest in a patient forum.
Table 9a
In terms o f this series o f appointments, what improvements, if  any, would you suggest making to 
_________________________ help improve the service you are receiving?_________________________
More frequent and regular sessions.
Introduce a new client to a current user.
Report to reception when entering and leaving the building for health and safety reasons. 
Home therapy sessions.
Too long between initial assessment and first treatment.
Treatment rooms too clinical.
Table 9b
Do you have any other comments?
• Services have deteriorated through shortage o f staff.
•  Shortage o f equipment.
•  Staff are friendly and caring.
• Person who I see is very nice.
Summary of Results
Throughout each category patients appeared to report high levels of satisfaction with 
this CMH centre. This is consistent with similar audits and research at other mental 
health establishments.
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DISCUSSION
The results of this audit indicate that patients were generally satisfied with the service 
they were receiving. However, the results should be interpreted with caution. The 
information obtained in this survey has limited evaluative use as the features of the 
service requiring a satisfaction rating were defined by the researcher and not by the 
patients’ who may not have had strong opinions about these particular aspects of the 
service (Tilbrook, 1997; Williams and Wilkinson, 1994; Williams, Coyle and Healy, 
1998). Similar satisfaction studies have concluded that combining satisfaction surveys 
with structured and semi-structured interviews extracts superior information, 
particularly if the interviewer is independent of the service (Brunning, Borley, 
Poppleton, and Rogam, 1994; Skaiffe, 1995; Tillbrook, 1997).
Response rates were lower than anticipated inhibiting the use of inferential statistics 
to establish differences or correlations between groups. The low rate of response may 
be explained by a number of reasons. Although patients, were given a number of 
options as to how to return the questionnaire, they were not provided with stamped 
addressed envelopes, thus reducing incentive to return forms. The design of the 
questionnaire may have contributed to low levels of response and loss of information. 
Some of the response options had imprecise meanings, for example it is 
recommended that the use of ‘quite’ be avoided as it can be interpreted as either 
intensifying or diminishing (Barker, Pistrang and Elliott, 2001). The layout of the 
form was complex for a population who may well have had limited powers of 
concentration; a Flesch analysis prior to final construction could have ensured ease of
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reading (Arscott, Bollom, Dawson and King, 1997; Tillbrook, 1997). To further add 
to distraction and confusion, the questionnaire was printed with sub-script numbers, 
which Barker, Pistrang and Elliott (2001) recommend should be avoided if 
misunderstanding is to be averted. Finally, it has been suggested that Likert type 
scales attract lower responses than tick boxes (Jefferies and Porter, 1996). A literature 
search preceding the construction of the questionnaire followed by its subsequent 
piloting would have highlighted the majority of these issues and yet neither was 
conducted (Barker, Pistrang and Elliott, 2001).
The failure to construct a master list of the population will have resulted in a loss of 
valuable information, non-respondents could not be followed up and dissatisfaction 
may account for some individuals who drop or opt out of care. It is widely accepted 
that people who return questionnaires are not representative of the target population 
(Barker, Pistrang and Elliott, 2001). Further, this audit was conducted at a time when 
team morale was particularly low. Consequently, staff may have been reluctant to 
participate in a consumer satisfaction survey for fear that their own performance was 
being evaluated (McAuliffe and MacLachlan, 1992; Spencer, 1995). In deference to 
the low level of esteem within the team at the time it was decided that it was not 
appropriate to question the level of staff involvement. Therefore it was not known 
what proportion of the questionnaires were distributed by which professionals. For 
example, none of the respondents recorded being seen by a psychiatrist. Consequently 
the low return rate may be less of a question of poor response but rather of poor 
distribution.
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Evaluation
Tilbrook (1997) bas pointed out that the need for audit type information arises from 
government initiatives, which pressurises NHS Trust management to pressurise 
clinical teams. In this particular study and of particular relevance to the author’s 
contribution, it has been pointed out that in order to satisfy such demands, many 
audits are carried out by temporary staff such as assistant and trainee clinical 
psychologists who probably have a limited knowledge and understanding of the 
service and which may result in a “ . ..methodologically dirty and non theoretical grab 
at information” (Tilbrook, 1997; pp 17).
Unfortunately, the politics enmeshed in this study resulted in an overcautious 
approach and ultimately over control of the design and method that threatened the 
credibility of the author’s involvement. This survey was driven by NHS management 
and was clearly a classical example of a ‘non theoretical grab at information’. Given 
the circumstances, this was understandable. The un-stated objective of the study 
commendably aimed to provide staff and users with the satisfaction of knowing that 
the service was under scrutiny and offered the choice of participating in a staffrusers 
forum.
This study is fundamentally flawed by its failure to be guided by previous research 
findings. The information obtained and lessons learned from this audit should serve 
as a foundation to inform a structured pilot study prior to conducting future research. 
However, the process of conducting the survey served its purpose. Staff offered 
verbal feedback that the high levels of satisfaction reported in the survey had raised
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morale considerably. In conclusion this audit may be seen to have achieved a positive 
outcome if the main objective is interpreted as having been to raise the esteem of the 
team. Testament to this is provided in a letter from the head of psychological services, 
which the author received following her presentation of the results. (See appendix 4)
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Appendix 1 
Clinical Audit Protocal
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Date 30'^ ’ August 2001
CLINICAL AUDIT PROTOCOL__________________
Project Title: User Satisfaction Audit
Reason for Choosing this Topic; Please state reason and indicate which Performance 
Assessment Framework (PAF) area the audit will provide evidence for.
• Health Improvement □
• Fair Access IJ
• Effective Delivery of □
appropriate health care
• Efficiency 0
• Patient/ Carer
Experience üV
Need to seek user views. Audit lead has research 
experience/interest in documenting user views. Period 
of great change at the ' so this is a timely audit.
Objectives of the Audit:
1 ) To obtain service user views.
2) To provide information to set up a staff/user foruWgroup.
What Information Needs to be Collected in Order to Achieve the Objectives:
(Criteria)
Demographic information. Health Professional involved. Likes and dislikes of 
assessment/intervention, punctuality, respect shown by staff, staff attitude to patients, 
environmental aspects of care, information, given on medication, interest in joining a service 
users forum.
Sources of Data Collection:
Questionnaires.
Professional Leading the Audit: Dr Phyllis Annesley Chartered Clinical Psychologist 
Clinical Governance Area: Adult Mental Health
Which other Staff/Professionals will be involved in the audit:
Bedale Health Professionals
Who has been Contacted:-
Name Colin Clark
Director Professional Standards
Nsms James HPPtpn
Name John Rosser 
Service Manager
Name Mary John
Head of Clinical Psychology
Methodology:
(to include who collects information, when and how it will be collected and how data will be 
analysed)
Audit lead will meet with each professional and ask them to offer the questionnaire to all 
current patients including a range of just allocated, ongoing and about to be discharged 
cases. -  .
Patients to return questionnaires to their keyworker or Dr Annesley or a confidential box at 
or to Clinical Audit. Clinical Audit department to enter and analyse data. Clinical 
Audit department and Dr Annesley to compile report.__________________________________
© Julia Helen Macleod 2004 166
Volume I Research
What is the selection criteria, for inclusion, In the audit:
Time period; Mid October to Mid December.
Sample size: 400 potential people to be handed questionnaires. (At a 30% response
rate approximately 120 -1 4 0  should form the final sample).
Sample group: All patients currently being seen in the period.
Retrospectiv|Tc^ajrf^^^^
What Possible Actions May be Taken at the End of the Audit:
Setting up of staff/service user forum.
Action to impOrove particularly poor services.__________________
Is this Action Likely to Have a Cost Implication?
Staff time and administrative support.
Ethics:
Have the ethical implications been 
discussed?
Are there any ethical implications?
Yes
Yes
ay
o
y
No O
No
If yes, give details and what action needs to be taken:
Patient given the choice of whom will receive the completed questionnaires. 
Questionnaires anonymised.
What support will be required from the Clinical Audit Department:
Printing of questionnaire.
To Whom will the Following be Available:
Detailed Report: James Hooton 
OHP Presentation to team
Summary Evaluation; Clinical Governance Sub Committee, Clinical Audit Annual Report
What were the recommendations:
Re-audit date:
Re-audit findings:
All data collected during the audit will be treated as strictly confidential
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Appendix H 
Letter to Service User
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am
NHS Trust
October 2001
Dear Centre service user,
The Staff are committed to providing high quality services to aU service users.
In order to look at our strengths and areas for improvement, we rely on having 
feedback from as many users o f  our services as possible. As a result, we are asking 
you if you would kindly set aside a few minutes o f time to answer the attached 
questionnaire. Our plan is to set up a joint users and staff group at Tl Centre
that would meet three times a year. The feedback we receive from users will then be 
discussed at these meetings and appropriate action where possible to inq^rove services 
will be taken.
Thank you in anticipation o f your help in completing this questionnaire.
Sincerely,
D r . _
Chartered Clinical Psychologist,
TELEPHONE: I FAX:
Chairman Chief Executive i n v e s t o r  i n  P E O P t E
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Appendix III 
User Satisfaction Questionnaires
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FO R M A
QUESTIONNAIRE ON HELP YOU RECEIVED AT 
OR AT HOME FROM STAFF
First of all could you please give some general information about yourself.
1. What age are you? (Please ück)
16-25__  26-35 \ /  36-45
1 2  3
46-55
4
56-65
5
2. What is your (Please tick)
Female Male
3. How would you describe your ethnic origins? (Please tick)
White White other
Black Carribean Black African
Black other (please specify)  Indian
Pakistani Bangladeshi
Chinese Other (Please specify)
10
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Now could you please answer some questions about the help you have received
4. In terms of this series of appointments what month and year did you first start 
. receiving help?
Month Year
5. In terms of this series of appointments how often have you been attending 
appointments at ” , Jr been seen at home? (Please tick)
Less than once a month 
Once a month
Once every 2 or 3 weeks □
Once a week 
Twice a week 
Several times a week 
Other (please state)
□
5
□
6
99
6. Apart from this series o f appointments have you attended _ _ in
the past or received help at home in the p^st from (Please tick)
Yes No
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7. In terms of this series of appointments whom did you see? (Please tick)
If you saw more than one person please tick the box for the person you had 
most contact with. If you wish to comment on other professionals you saw 
please write your comments at the end of the questionnaire or attach your own 
sheet of paper.
A Community Psychiatrist Nurse 
(CPN) 1
A Physiotherapist/ A 
Physiotherapy Technician
□
2
□
3
A Psychiatrist 
A Psychologist 
A Psychotherapist 
A Social Worker 
A Community Support Worker 
A Cognitive Behavioural Therapist d
□
4
□
5
□
6
□
7
An Occupational Therapist 
Day Hospital Staff
□
9
□
10
8. In terms of this series of appointments what (if anything) did you like about the 
help you received?
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9. In terms of this series of appointments what (if anything) did you dislike about the 
help you received?
10. In terms of this series of appointments approximately how many of your
appointments that you arrived on time for (or were available on time for at home) 
started on time? (Please tick)
All (100%) _____ 6
Almost all (80% or more)
Most (60%-79%) ____ 4
Around half (40% - 59%)
Around a quarter or a third (20%
Very few (1% -19%) ____  i
None ____ 0
3
39%)
11. In terms of this series of appointments how much do you feel that the person 
whom you saw listened to your needs? (Please tick)
A lot __
Quite a lot 
A moderate amount
Not very much ___
Not at all ____ 0
12. In terms of this series of appointments how much do you feel that the person 
whom you saw spoke to you with respect? (Please tick)
A lot
Quite a lot
A moderate amount
Not very m uch___
Not at all ____ 0
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13. In terms of this series of appointments how satisfied were you with any telephone 
contact you had with reception staff at "  " . (Please tick)
Very satisfied ___
Quite satisfied ___
Moderately satisfied 
Not very satisfied 
Not at all satisfied 
Not applicable c-.
14. In terms of this series of appointments how satisfied were you with the 
following? (Please tick) If any items do not apply please tick ‘Not 
applicable’
Very
satisfied
Quite Moderately Not very Not at all Not
satisfied satisfied
Written
correspondence
Friendliness o f 
reception staff
Helpfulness of 
Reception staff
Heating 
In the building
Qeanliness in 
the building
Parking
Wheelchair access
Reading material 
in reception
Waiting area ___ ___
satisfied satisfied applicable 
99
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15. In terms of this series of appointments how much did the person you saw explain 
the reasons for giving you the treatment or therapy you received?
A lot ____ ^
Quite a lo t  ^  3
A moderate amount ___
Not very m uch  i
Not at all _____  0
16. In terms of this series of appointments if you were given medication how much 
information were you given on any potential side effects? (Please tick)
A lot
Quite a lot ____
A moderate amount
Not very much ____ ^
Not at all ____ 0
Not applicable  99
17. In terms of this series of appointments what improvements (if any) would you 
suggest to make the service you received better?
18. Would you use the type of service that you have received this time again in the 
future? (Please tick)
Yes (/ 3 No   I Don’t know
19. Would you recommend the service you received on this occasion to a friend? 
(Please tick)
Yes \ /  3 N o _____ I Don’t know ___  2
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20. Do you have any other comments?
I f  so, p lease write them  b elow  or on  an attached p iece o f  paper:
I f  you w ould be interested in attending or becom ing involved  in the jo in t users sta ff  
group at' • please provide details o f  your name, address and telephone in
the space below:
Alternatively you  m ay w ish  to post these details to
After completing the questionnaire please put it in the envelope provided and return it 
bv anv of the following methods:
by giving it to the professional you have seen
or
by placing it in the box provided in reception at ^
or
by posting it to it the address above,
or
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FORMB
QUESTIONNAIRE ON HOW YOU FELT ABOUT YOUR ASSESSMENT 
First of all could you please give some general information about vourself.
1. What age are you? (Please tick) 
16-25 26-35 36-45___  46-55
2 3
56-65
2. What is your sex? (Please tick)
Female Male
3. How would you describe your ethnic origins? (Please tick)
White V White other
1 2
Black Carribean Black African ___
3 4
Black other Indian ___
5 6
Pakistani ___ Bangladeshi ___
7 8
Chinese ___
9
Other (please specify)
10
© Julia Helen Macleod 2004 178
Volume I__________________________________________________  Research
Now could you please answer some questions about vour assessment
4, On this occasion when you had your assessment whom did you see? (Please tick)
A Community Psychiatric Nurse 
(CPN) 1
A Physiotherapist/ A | |
Physiotherapy Technician 2
□
3
A Psychologist EZI
A Psychiatrist
4
A Community Support Worker
7
A Psychotherapist
5
A Social Worker 1 3 ^ ^
6
□
A Cognitive Behavioural Therapist d
8
An Occupational Therapist d
9
Day Hospital Staff HH
10
5. On this occasion what (if anything) did you like about the assessment 
appointment?
choAW- to iaXk &D
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6 . On this occasion what (if anything) did you dislike about the assessment 
appointment? .
7. Were you on time for your appointment (or ready at home in the case of a home 
visit)? (Please tick)
Yes Please go to Question 9 No  Please go to Question
2 1
8 . Please state the reason why you were late for your appointment?
9. If you were seen later than the appointment time given to you please state how 
many minutes late the appointment started?
minutes ^  not applicable (go to question 11)
10. Why do you think you were you not seen on time?
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11. In terms of your assessment appointment how much do you feel that the person 
whom you saw listened to your needs? (Please tick)
A lot
4
Quite a lot ____
3
A moderate amount
Not very much ___
1
Not at all
12. In terms of your assessment appointment how much do you feel that the person 
whom you saw spoke to you with respect? (Please tick)
A lot
4
Quite a l o t ___
3
A moderate amount __
2
Not very much ____
1
Not at all ____
0
13. With regard to your assessment appointment how satisfied were you with any 
telephone contact you had with reception staff at ’ ? (Please tick)
Very satisfied
4
Quite satisfied
3
Moderately satisfied
Not very satisfied __
1
Not at all satisfied
Not applicable
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14. In terms of your assessment appointment how satisfied were you with the 
following? (Please tick) If any items do not apply please tick ‘Not applicable’
Very Quite Moderately Not very Not at all Not
satisfied satisfied satisfied satisfied satisfied applicable
4 3 2 1 0 99
Written
Correspondence
Friendliness o f 
reception staff
Helpfulness of 
Reception staff
Heating 
In the building
Cleanliness in 
the building
Parking            \ / ^
Wheelchair access ___  ___  ___  ___  ___
Reading material 
in reception
Waiting area
15. In terms of your assessment appointment if you were given medication how much 
information were you given on any potential side effects?
A lot
4
Quite a lo t____
3
A moderate amount
Not very m uch___
1
Not at all ___
0
Not applicable
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14. In terms of your assessment appointment how satisfied were you with the 
following? (Please tick) If any items do not apply please tick ‘Not applicable’
Very Quite Moderately Not very Not at all Not
satisfied satisfied satisfied satisfied satisfied applicable
4 3  2 1 0 9 9
Written
Correspondence
Friendliness o f  
reception staff
Helpfulness o f  
Reception staff
Heating 
In the building
Cleanliness in 
the building
Parking
W heelchair access
Reading material 
in reception
W aiting area
15. In terms of your assessment appointment if you were given medication how much 
information were you given on any potential side effects?
A lot
4
Quite a l o t ____
3
A moderate amount
Not very much ___
1
Not at all ___
0
Not applicable
2
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16. What improvements (if any) would you suggest to make the service you received 
on this occasion better?
17. Would you use the service that you received on this occasion again in the future? 
(Please tick)
Yes No___  Don’t know__
3 1 2
18. Would you recommend the service you received on this occasion to a friend? 
(Please tick)
Yes ^  No  Don’t know_
3 1 2
19. Do you have any other comments?
If so, please write them below:
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If you would be interested in attending or becoming involved in the joint users staff 
group at - . please provide details o f your name, address and telephone
number in the space below:
Alternatively, you may wish to write your details on a separate piece o f paper and 
send them to  ^ ' • -------
After completing the questionnaire please put it in the envelope provided and return it 
by any of the followine methods:
by giving it to the professional you have seen 
or
by placing it in the box provided in reception at 1
or
by posting it to " at the address above,
or
by posting it to ^ - —
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FORM C
^  OR AT HOME FROM '  CENTRE STAFF 
First of all could you please give some general information about vourself.
1. What age are you? (Please tick)
16-25___ 26-35 36-45 46-55 56-65
1 2 3 4 5
2. What is your sex? (Please tick)
Female ___ Male ___
1 2
3. How would you describe your ethnic origins? (Please tick)
White ___ White other ___
1 2
Black Carribean___ Black A frican___
3 4
Black other ___ Indian ___
5 6
Pakistani ___ Bangladeshi ___
7 8
Chinese Other (please specify)
9 10
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Now could you please answer some questions about the help you have received
In terms of this series of appointments what month and year did you first start 
receiving help?
Month , Year 3  0(5*^
In terms of this series of appointments how often on average are you receiving 
help? (Please tick)
Less than once a month
Once a month
Once every 2 or 3 weeks □
3
Once a week □
4
Twice a week □
5
Several times a week □
Other (please state)
6
99
6. Apart from this series of appointments have you received help from 
staff in the past? (Please tick)
Yes No
© Julia Helen Macleod 2004 187
Volume I Research
7. In terms of this series of appointments whom are you seeing? (Please tick)
If you are seeing more than one person please tick the box for the person you have 
the most contact with. If you wish to comment on other professionals you are 
seeing please write your comments at the end of the questionnaire or attach your 
own sheet of paper.
A Community Psychiatric Nurse [[]
(CPN) 1
A Physiotherapist/ A [ |
Physiotherapy Technician 2
A Psychiatrist □
3
A Psychologist □
4
A Psychotherapist □
5
A Social Worker □
6
A Community Support Worker □
7
A Cognitive Behavioural Therapist
8
An Occupational Therapist □
9
Day Hospital Staff □
10
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8. In terms of this series of appointments what (if anything) do you like about the 
help you are receiving?
T v iw c  prüb 'lvw x
9. In terms of this series of appointments what (if anything) do you dislike about the 
help you are receiving?
10. In terms of this series of appointments approximately how many of your
appointments that you have arrived on time for (or been available on time for at 
home) have started on time? (Please tick)
All (100%)
6
Almost all (80% or more) 
Most (60%-79%)
4
Around half (40%-59%) ____
3
Around a quarter or a third (20% -  39%)
Very few (1% -19% )____
1
None
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I. In terms of this series of appointments how much do you feel that the person 
you are seeing listens to your needs? (Please tick)
A lot
4
Quite a lot
3
A moderate amount
Not very much ___
1
Not at all
I. In terms of this series of appointments how much do you feel that the person 
you see speaks to you with respect? (Please tick)
A lot
4
Quite a lot ____
3
A moderate amount
Not very m uch___
1
Not at all
3. In terms of this series of appointments how satisfied are you with any telephone 
contact you have had with reception staff at (Please tick)
Very satisfied __
4
Quite satisfied I
3
Moderately satisfied 
Not very satisfied _
1
Not at all satisfied
Not applicable
9 9
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14. In terms of this series of appointments how satisfied are you with the following? 
(Please tick) If any items do not apply please tick ‘Not applicable’
Very Quite Moderately Not very Not at all Not
satisfied satisfied satisfied satisfied satisfied applicable
4 3 2 1 0 9 9
W ritten
correspondence ___
Friendliness o f  
reception staff ___
Helpfulness o f •
Reception staff ___
Heating
In the building ___
Cleanliness in 
the building________ ___
Parking________________
W heelchair access ___
Reading material 
in reception ___
W aiting area ___
15. In tefms of this series of appointments how much does the person you are seeing 
explain the reasons for giving you the treatment or therapy you are receiving? 
(Please tick)
A lot
4
Quite a lot ____
3
A moderate amount
Not very much 
Not at all
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16. In terms of this series o f appointments if  you have been given medication how  
much information have you been given on any potential side effects? (Please 
tick)
A  lot
4
Quite a lot ____
3
A  moderate amount
Not very m u ch __
1
Not at all ____
0
Not applicable • '— 
99
2
17. In terms o f this series o f  appointments what improvements (if any) would you 
suggest to make the service you are receiving better?
k o c  L k
Ôr civ|i CX'vbir ^  1|Aa
CkwAAr
l/Wihl: Chr bvA" IAvd%j
c^ Vv 'kvAVvJL ^IdV K vuilvk )OT
4  ' ^ 3  utfW =.f
18. Would you use the type o f service that you are receiving this time again in the ''—'  
future? (Please tick)
Yes __  N o ______ D on’t know ^
3 1 2
19. Would you recommend the service you are receiving on this occasion to a friend? 
(Please tick)
Yes * "__________N o ______ D on’t k n o w ____
3 2 1
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20. Do you have any other comments?
If so, please write them below or on an attached piece of paper;
If you would be interested in attending or becoming involved in the joint users staff 
group at _ ^ease provide details of your name, address and telephone in 
the space below:
Alternatively you may wish to post these details to Dr '
After completing the questionnaire please out it in the envelope provided and return it 
by any of the following methods:
by giving it to the professional you have seen 
Of
by placing it in the box provided in reception at The Bedale Centre 
or
by posting it to ' at the address above
or
by sending it to '
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Appendix IV 
Confirmation of Presentation
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Health  and  Social Care
NHS Trust
Ref: LS
9 July 2002
Ms Julia McCleod
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildfprd
Surrey
Dear Julia,
Many thanks on behalf o f the. Community Mental Health Team for sharing
with us the results o f the survey o f user satisfaction at our Centre. Your presentation 
on Monday July 2002 was very interesting and informative. You clearly put a lot 
of work into it. My colleagues have commented that it was very good to have your 
feedback. It is always good for staff to receive positive feedback on the work they are 
doing, often with very challenging and complex clients.
Many thanks again.
Very best wishes.
Yours sincerely.
Chartered Clinical Psychologist
TKLKPHONE ^
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QUALITATIVE RESEARCH PROJECT
‘Third Year Clinical Psychology Trainees ’ Perceptions o f  the Desirability ofPersonal
Therapy During Training ’
May 2003 
Year 2
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Introduction
It has long been a tradition, if not a requirement for accreditation, of many types of 
therapeutic training, for the student to access mandatory personal therapy (PT) (Clark, 
1986; Macaskill, 1988; Aveline, 1996; Farrell, 1992; Woolfe, 1996; Grimmer and 
Tribe, 2001). Perceived benefits have been demonstrated to relate to enhanced self- 
awareness and empathy and greater awareness of transference issues. A large body of 
evidence suggests a positive correlation between success of client outcome and PT for 
the therapist (Garfield and Bergen, 1971; Mackaskill, 1988). However, there is 
evidence which contradicts this, and which suggests the reverse, that there is in fact a 
negative correlation between success of client outcome and PT for the therapist 
(Garfield and Bergen, 1971; Macaskill, 1988; Macran and Shapiro, 1998). It has been 
argued that further research needs to be conducted in this direction before conclusions 
can be drawn (Macran and Shapiro, 1998).
Studies of trainee’s perception of PT are limited and frequently small scale, with the 
greater majority of research relating to qualified therapists and being of a survey 
design (Holzman, Russell, Searight and Hughs, 1996; Grimmer and Tribe, 2001). 
Survey methods, although valid and reliable, restrict responses to items identified by 
the researcher as important; therefore it is likely that the richness and perhaps superior 
information, which might be extracted by structured and semi-structured interviews, is 
not tapped into unless combined with the survey. Thus, the potential to access the 
personal meaning and truth that individual’s attribute to particular topics remains 
largely inaccessible (Tillbrook, 1997; Smith, Jarman, and Osborn, 1999; Barker, 
Pistrang, and Elliott, 2001).
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The majority of studies investigating the value of PT to psychotherapy training 
indicate that participants generally rate PT as moderately to very important, and most 
seem to advocate mandatory PT, particularly those with a personal orientation 
towards psychoanalytic or humanistic approaches. Most frequently identified benefits 
include, increased empathy, use of the therapist as a model, greater understanding of 
the therapeutic process, self awareness and personal and professional development 
(Garfield and Kurtz, 1979; Mackay and Mackay, 1994; Williams, Coyle and Lyons,
1999). Most frequently identified drawbacks appear to be, concern with professional 
credibility, confidentiality and the desire to be perceived as self-sufficient (Faber,
2000).
Aims
The aim of this study was to explore trainee clinical psychologists views on the 
desirability of PT during training through a qualitative research approach. Within the 
limitations that were imposed on the design and method owing to time restrictions, the 
research aimed to comply with as many as possible of Yardley’s (2000) suggested 
criteria for good qualitative research. Therefore it was intended that this research was 
sensitive to the context of theory, would provide some measure of impact on theory 
and would attempt to achieve transparency, coherence and rigorous data collection 
and analysis (Yardley, 2000).
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METHOD 
Setting and Participants.
This research was conducted at the University of Surrey within the Department of 
Clinical Psychology. On commencement of training at Surrey, each first year trainee 
is allocated a ‘buddy’ from the second year trainees, who act as their mentor for the 
first two years.
For ease of access and convenience, each researcher, who was a second year trainee 
on a clinical psychology doctoral programme, approached their respective ‘buddy’ to 
request their participation in the interviews. The practical issues associated with this 
study were a strong factor in selecting participants. The researchers selected third year 
trainees because it was anticipated that their progression through training, exposure to 
teaching, working with clients and the academic pressure associated with the course 
would have had a significant impact on their views about seeking PT during training.
One participant was recruited by each of the seven researchers. Therefore the 
participants consisted of seven trainees in their third year of training for a doctoral 
qualification in clinical psychology. Prior to the interviews, each participant was 
provided with an information sheet and was asked to complete a consent form, for 
their agreement to participate and for their consent to allow the interviewer make an 
audio recording of the dialogue (see appendices 1 and 2).
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Procedure
A semi-structured interview schedule was used to guide the interviewer and 
participant (see appendix 3). A limited pilot of the interview schedule, which was 
vetted by the research supervisor, was conducted within the research group. Each 
researcher conducted an independent face-to-face interview, (which was audio taped), 
with the participant they had recruited. Interviews were arranged to suit the schedule 
of the participant and according to the availability of a suitable interview room. The 
interview schedule was designed to facilitate approximately 20 -  30 minutes of 
discussion. All participants were asked to provide demographic information, (see 
appendix 4)
Analysis
Each interview was audio taped and transcribed word for word. The transcript of this 
researchers interview may be seen in appendix 5. The audio data was transcribed 
using an interpretive phenomenological analysis (IPA). This method was selected 
because the aim of the research was to elicit trainee clinical psychologists views on 
the desirability of accessing personal therapy during training. IPA is an increasingly 
popular method that aims to examine individual’s personal perceptions and cognitions 
of a particular topic or event, through an interpretive process applied by the 
researcher. Therefore it possesses the potential to access the meaning an individual 
attributes to particular topics or events through personal thought and/or experience 
(Smith, Jarman, and Osborn, 1999). A comprehensive account of the theoretical 
foundation which underpins IPA can be found in Smith, (1996).
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It is acknowledged that such a method provides a subjective account of the topic 
under investigation in respect of both the participant and the researcher (Smith, 
Jarman, and Osbom, 1999). However, as both participants and researchers involved in 
this investigation were all trainees on a doctoral programme leading to qualification as 
a clinical psychologist, it was anticipated that the ‘reflective’ style that trainees are 
taught to adopt and encouraged to practice, combined with personal and professional 
experience where interpersonal skills and use of self are central to practice, would 
help to facilitate thoughtful and constructive responses from the participants and 
sensitive appraisal, interpretation and analysis of the data by the researchers.
The analytic procedure followed the guidelines and recommendations suggested by 
Smith, Jarman and Osborne, (1996). However some constraints, such as omission of a 
full pilot study, were unavoidable given the limitations that were necessary to impose 
on the design owing to time restrictions.
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RESULTS
The information contained in table 1 summarises the demographic data obtained for 
each participant.
Table 1: 
Participants’ demographic information.
Note: All participants ’ names have been changed to protect anonymity
Participant Sex Age Ethnicity Marital
status
No. of 
children
Course
Clive M 28
White
British S 0
Clin. Psych. 
D
3"^  Year
Naomi F 29
White
British M 0
Clin. Psych. 
D
3"^Year
Alice F 26
White
British S 0
Clin. Psych. 
D
3"^  Year
Anne F 30
White
British S 0
Clin. Psych. 
D
3"^  Year
Betty F 29
White
British s 0
Clin. Psych. 
D
3"" Year
John M 29
White
British s 0
Clin. Psych. 
D
3"^Year
Sally F 28
White
British s 0
Clin. Psych. 
D
3^** Year
*Clin. Psych. D  = Doctorate in Clinical Psychology 
*M = married 
*S = single
Each individual researcher analysed their own transcript by first identifying 
significant themes. In accordance with Smith, Jarman and Osborn’s (1999) 
recommendations, themes communal to all of the transcripts were then identified and 
agreed by the research team, prior to the identification of sub-themes. There appeared 
to be dominant links between the themes that seemed to direct individual’s views
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about the desirability of personal therapy during training. These links are illustrated in 
figure 1 below.
Figurel
The Links Between Identified Primary Communal Themes.
Desirability C3f 
Ftersonai Therapy
s.
. Fteroeived 
Benefits
influence L  ^ perceived
Doh/vbacks4  ►
L J r
meoreticai
Orientation
Irdvidual Chace
Table 2 provides a breakdown of the themes, sub-themes and examples from the full 
transcript. It may be seen that five core themes or categories emerged that were 
communal to all participants.
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Data Analysis
Table 2; Table of Themes
Primary Themes Sub-Themes Example Quotations
Personal Growth/Awareness 
Specific problem solving
Increase understanding o f  patient perspective 
Professional Development
"I have had my own therapy now 
for about a year and I  have changed 
quite a lo t”
"... i t ’s not like I  was desperately 
unwell or anything like that, but 
thought, I  felt I  was struggling a bit 
and it would really help me ”
“I t’s really helped me to understand 
what i t ’s like to be a client”
“...learning from an experienced 
therapist”
Perceived Benefits
Perceived
Drawbacks
Practicalities (money/time constraints) 
Opening Pandora’s Box
“.. .would need some resources to 
help people finance that”
“...it is opening a can o f  worms 
depending on the type o f  therapy 
you have”
Individual choice
Compulsory vs. Voluntary 
Choice o f  model used
“I  think actually I  would go as far 
as to say it should be compulsory”
“I ’m not sure I  would stipulate what 
kind o f  therapy that would be ”
Influences
Personal experiences 
o f  therapy.
Specialist training
Development o f  opinions through 
training
“...discussions with my personal 
therapist as well and that’s shaped 
my thinking”
“I  think also a big influence has 
been the psychoanalytic teaching”
“I ’ve completely changed since I ’ve 
been on this course, and I  think that 
teaching has informed a lot o f  my 
thinking”
Theoretical
orientation
Psychodynamic/CBT etc “ I  think i t ’s really important to 
question any model really ”
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Overview 
Perceptions of the Benefits and Drawbacks of Personal Therapy.
Apart from benefits associated with specific problem solving and experiential 
learning, benefits were generally perceived to relate to greater awareness and 
understanding of the self, the client and the automatic impact this would have on 
professional development.
The most frequently occurring theme was that participants generally perceived 
increased personal awareness and understanding of the self as enabling greater 
empathy, understanding of the client’s distress and what it felt like to be in therapy, 
which is consistent with previous findings (Garfield and Kurtz, 1979; Mackay and 
Mackay, 1994; Williams, Coyle and Lyons, 1999). Participants were unanimous in 
appearing to acknowledge these particular benefits as if they were a forgone 
conclusion, an inevitable outcome of the practitioner entering PT.
However, despite the acknowledgement of the advantages of PT to professional 
development many participants identified more disadvantages occurring if PT was 
sought during training for anything other than the resolution of personal difficulties. 
Time constraints and financial cost were most frequently cited as practical 
restrictions, whereas timing of PT coinciding with the demands of training appeared 
to be considered the inhibiting factor for most participants, regardless of whether they 
had experienced PT or not. Trainees frequently observed that incorporating PT to the 
already considerable pressures of training would add to the sense of being
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overwhelmed. Participants generally perceived the training experience as an exercise
in survival to which PT would be a threat, as the following three participants observe,
I  don t know whether I  would want to do it when I ’m in clinical training. I  can see the
benefits o f  it, but I  don’t know  (pause), I  know how difficult training can be, so I
would have reservations about doing it alongside because o f the issues it brings up
for you as a person I  really don’t how people would cope with both experiences.
So I  m really not. I ’m really not (with emphasis) sure that it’s appropriate to do in 
training but I  think it’s an appropriate experience to have as a psychologist.
I t ’s very hard (referring to PT) and I  think we as trainees, we already juggle a lot o f 
roles and work very, very hard; have to think a lot, reflect a lot and it just adds to 
that, you’re having to reflect even more, on your own practice, about yourself all the 
time and that’s hard (pause) you kind o f need a lot o f  thinking space to do it, and that 
can be a disadvantage at times, ‘cause I  kind o f think I ’ve got enough on my plate 
without it and I  think also that any therapy does in many ways open a can o f worms 
for you.
There’s also a feeling of, I  don’t know really, just having to get through this (the 
course) and I  don’t have time for the reflection and given that it’s life long learning 
anyway, I  don’t know how it could fit into my clinical training.
There seemed to be a further emergent theme around the disadvantages, grounded on 
associated ‘fears’ of being judged as being unsuitable for the role of professional 
therapist which are consistent with Faber’s (2000) findings. Many people described 
perceiving others perceptions to be that trainees should be competent and problem 
fi*ee, therefore attending PT would somehow be stigmatising, giving a perception of 
vulnerability and inability to cope, which tied in with the participants anticipated 
difficulties of combing PT with the rigors of training.
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Influence and Theoretical Orientation
The advantages of restricting interviews to third year trainees provided the insight that 
many participants reported their views about having PT had changed as training 
progressed. The emerging themes relating to the influence of individual’s views 
centred on general teaching, specialist training and personal theoretical orientation. 
Participants who reported attending the psychodynamic teaching option reported more 
emphasis on using PT to increase awareness of the self and the therapeutic 
relationship in terms of what the therapist brings to the therapy, the importance of 
acknowledging issues relating to transference and counter-transference and the 
development of the ability to confront them, which is consistent with earlier research 
(Garfield and Kurtz, 1979). In contrast participants who adopted a CBT perspective 
viewed PT as necessary only when personal difficulties required resolution. One 
participant expressed the following views.
Fm not a big one for therapy as building your personality. I  think it’s more o f a skills
development and problem solving exercise Whereas the idea o f  having to sit in
therapy to reconstruct your personality doesn ’t (pause) fit  with my world as much 
because people have been around for a long time and not needed to do that, so why
do they need to do it now? Fm very against the idea o f therapy, well not very
against it, but I  don’t understand how it could be useful necessarily to have therapy 
for the sake o f therapy, um, like the idea o f  going to see someone every week just 
because, you know, that you get to see a therapist.
Individual Choice
Views about whether PT should be mandatory or voluntary were overwhelmingly in 
favour of the choice being the responsibility of the individual. This is in contrast to 
the findings of Williams, Coyle and Lyons, (1999) who contemplated that the
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distinction between mandatory and voluntary may not be meaningful. The following 
three participants present their views,
I  don’t think you should push that (PT) onto people. I  think it’s something you learn 
the benefits o f  with time, as do clients, and you would never push your client into 
seeking help y ’know? So I  don’t think you can actually push trainees into it.
I  think that (referring to PT) would be something that would be down to the individual 
trainee. I  don ’ t think I  would force anyone to do that because it changes what you get 
out o f  therapy.
I  don’t think you can actually force people to do something like that -  explore 
themselves -  because it’s going to be counterproductive — it’s like forcing people into 
therapy -  like forcing clients into therapy -  we ’d  never do that because it isn ’t 
effective.
Interpreting participant’s preference for having choice over whether or not to access 
PT might suggest that participants questioned the ethics of imposing PT as a 
mandatory feature of training. Forcing clients into therapy was recognized as an 
unacceptable professional practice, therefore, participants were swift to observe the 
hypocrisy of trainees being required to have PT for the purpose of experiential 
learning.
Of particular interest to this researcher were the strong beliefs that appeared to be held 
by one participant in favour of mandatory therapy during training and her implication 
of ‘dangerousness’ that a therapist who has not undergone PT should provide therapy 
to others. She refers on three occasions to the importance of identifying the motive for 
becoming a practitioner.
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‘T think actually I  would go as far as to say it should be compulsory, I  think it’s 
almost essential, I  have had my own therapy now for about a year and I  have changed 
quite a lot I  think as a therapist myself during that time and learned to reflect a lot on 
myself and I  think. I ’m almost coming around to the idea that I  think it’s worrying 
that people don’t have personal therapy then engage in therapy with clients
. ..we all have motives for doing the kind o f work and they ’re not all about altruism 
and wanting to help people
”... I  think a big thing is perhaps self awareness with regards to what it is that 
interests you about this kind o f work; I  think that’s quite important actually because 
as I  said we all have different motivations for going into this work, and I  think (pause) 
i t’s an age old kind o f thing that people say about mental health workers that we are 
all barking mad and we’ve all had dysfunctional childhoods and whatever, and to a 
certain extent that’s probable true o f a lot ofpeople to a much smaller degree but I  
think it’s really important as group to perhaps look at our motivation for this kind o f  
work”.
Although this participant’s opinion represented one of the strongest, she was not 
isolated in giving consideration to how the underlying motives for entering training 
might arise during PT. It may be that one interpretation which could be applied, is that 
some of the ‘fears’, (the opening of ‘Pandora’s Box’ and ‘can of worms’), that 
participants expressed were covertly related to this. The perception that increased 
personal awareness was an inevitable outcome of PT could heighten individual’s fear 
of perhaps being forced, through self-discovery, to identify their own motivation for 
training, as something other than they had perceived it to be and this in turn might 
infer some level of personal dysfunction.
This particular participant may also highlight the advantages of using a semi­
structured qualitative research method. As the interview progressed and she was able
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to reflect on her responses, she became less rigid in her opinions, as can be seen in the 
full transcript in appendix 5. Had a survey method been adopted the data collected 
would have only represented her initial responses and would have omitted to have 
identified her final conclusions following contemplation.
Discussion
Farrell (1992), and Woolfe, (1996) assert that therapists’ experiences of PT should 
promote greater empathy of the client’s position and reduces the likelihood of 
unethical practice. There is a general acceptance within the community of regulating 
bodies, and establishments who make recommendations for the educational 
requirements and provide training for those wishing to practice psychotherapy, that 
PT during training is an essential method of experiential learning. One exception to 
this rule, are the guidelines for the training of clinical psychologists, (Holzman, 
Russell-Searight, and Hughs, 1996).
Whilst there is a limited range of research investigating the views of practitioners’ 
experience of mandatory PT, there is a paucity of literature which explores trainees 
perceptions of PT, those that do, have generally relied on retrospective subjective 
accounts. Further, they commonly relate to counselling psychologists and/or members 
of other related disciplines where PT is mandatory. Such trainees may be considered 
to be socialised to the idea of the advantages of PT by the very nature of the course 
training, and the requirement that they cannot become certified to practice without a 
minimum of 40 hours of PT (Grimmer and Tribe, 2000). Therefore it would make
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sense to assume that views may be shaped and biased by the indoctrination of what 
might be interpreted as ‘trial by fire’. It would seem intrinsic to human nature that we 
seek to identify the positives about that which we cannot change. Thus, whilst 
literature informs us that PT is perceived by trainees as having many positive 
influences in shaping their professional development, the views are based on an 
imposition of an experience over which they have no choice or control.
This research would seem to be unique in accessing the views of trainee therapists for 
whom PT is not a mandatory course or accreditation requirement, and therefore who 
have not been socialised to the beliefs of its role in providing safe and empathie 
therapy. The results of this research indicate that trainee clinical psychologists are as 
aware of the potential value of PT during training. They acknowledged benefits that 
are consistent with those identified by other groups receiving PT.
Differences seem to lie in the strength of perceptions identified as drawbacks, 
although these are again consistent to a lesser degree, with those identified in other 
research. Accessing therapy appeared to be as dependent on influence for this group 
as other researched groups, with the preference for using PT to develop professional 
skills through self awareness being more commonly observed by those who expressed 
a psychodynamic orientation. Again this was consistent with other findings. However, 
for this group of participants it appears that mandatory therapy during training would 
not be welcomed. Many participants believed that PT would contribute additional, 
unnecessary pressures to the training process and argued that enforced therapy would 
have a detrimental effect on the possible benefits to the individual.
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Reflective Analysis
The aim of this research was investigative and descriptive and cannot therefore make 
any claims of reliability or validity; as is consistent with other qualitative research 
(Grunmer and Tribe, 2000). However from the information obtained it would appear 
worthy of further investigation.
In deference to Yardley’s (2000), suggested criteria for good qualitative research, 
once new material ceased to emerge it was concluded that saturation had occurred. 
The research team held regular group meetings, (although not all members attended 
consistently), and discussed each milestone with the research supervisor.
Construction of categories and sub-themes was conducted as a group, although 
researcher’s conducted the final analysis on an individual basis. Findings in relation to 
perceived benefits and drawbacks were similar to those identified in other studies with 
differing populations, and therefore the results may be considered partially 
transferable. Full transcripts have been made available in the appendices, to the 
participants and the research supervisor, with the aim of making the research process 
transparent and trustworthy (Grimmer and Tribe, 2000; Yardley, 2000).
Regular meetings with the research group were intended to minimise personal bias. 
However, some level of personal bias may have intruded, as the meanings ascribed to 
the findings were, to an extent, co-created with the participant who was known to the 
interviewer. Similarly all of the participants and researchers were all trainees at the 
same establishment, although participants and researches were at different stages of 
the training process. However, it would be reasonable to assume that the socialisation
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and ethos of the training programme would have biased response and interpretation to 
some degree (Smith, Jarman, and Osborn, 1999; Grimmer and Tribe, 2000; Yardley, 
2000).
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Participant Information Sheet
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Unis
PSYCHD CLINICAL PSYCHOLOGY 
Department of Psychology
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
School of
Human
S cien ces
INFORMATION SHEET
QUALITATIVE RESEARCH PROJECT 
The Desirability O f Personal Therapy During Clinical Training
As part of our clinical training here at the University of Surrey we have been asked to conduct 
a piece of qualitative research and analysis. We saw this as an opportunity to explore 
trainees’ perceptions of the desirability of having personal therapy during clinical training. 
By personal therapy, we mean individual therapy of any theoretical orientation. Some people 
may feel that having personal therapy during clinical training is desirable whereas others may 
feel that it is not desirable. Some people may not have any strong opinions about this at all. 
However we are interested in your hearing about your opinions.
We are working in a research team of seven and each of us will interview one trainee in Year 
3. The interview is semi-structured and will take approximately 20 minutes of your time. 
With your consent the interview will be tape-recorded and transcribed. The recording will be 
securely stored and destroyed after transcription. We will then, as a research team, analyse 
the interview using Interpretative Phenomenological Analysis (IPA) and individually write up 
a report for submission to the course research team and possibly submit for publication at a 
later date. Your interview transcript will be anonymised and all of our conversation will 
remain confidential within the qualitative research team. If you would like to see a copy of 
the final report, we will make it available to you once it has been submitted and marked.
If you have any questions that have not been addressed in the information above, we are 
happy to discuss these with you at any time before, during or after the interview. If you wish 
to verify information then please feel free to contact Dr Adrian Coyle, our university 
supervisor (01483 686887).
Thank you very much for your time and help in conducting this research.
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Appendix 2 
Participant Consent Form
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PSYCHD CLINICAL PSYCHOLOGY 
Department of Psychology
University  
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
School of
Human
S c ie n c e s
CONSENT FORM
QUALITATIVE RESEARCH PROJECT
The Desirability O f Personal Therapy During Clinical Training
I agree to participate in the research investigating the desirability of personal therapy during 
clinical training. I understand that participation will mean giving consent for the interview to 
be tape-recorded, transcribed and analysed by the research team conducting this research. I 
also understand that this information will remain confidential but will be included in an 
anonymised form in a written report and may be submitted for publication.
Signature of participant:
Name of participant (CAPITALS)
Signature of interviewer:
Name of interviewer (CAPITALS)
Date:
Thank you very much for your time and help in conducting this research.
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Appendix 3 
Interview Guide
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QUALITATIVE RESEARCH PROJECT -  Interview Guide
“We are interested in trainees’ perceptions of the desirability of having personal 
therapy during clinical training. By personal therapy, we mean individual therapy of 
any theoretical orientation. Some people may feel that having personal therapy during 
clinical training is desirable whereas others may feel that it is not desirable. Some 
people may not have any strong opinions about this at a ll ”
Ql) What are your views around having personal therapy during training?
“I’d like us to discuss some of the things you have mentioned in a little more detail 
now ....”
Q2) What do you see as the potential advantages of personal therapy during
clinical training?
a) For you personally and professionally
b) For trainees in general
Prompts
What have you based your decision on?
What makes you say that?
Do you think having personal therapy will have any advantages in terms of your 
clinical work?
How have, if at all, your views on the advantages of personal therapy for yourself 
changed (developed) over the course of training?
How have, if at all, your views on the advantages of personal therapy for trainees in 
general changed (developed) over the course of training?
For you personally, would there be certain times when it is more desirable to have 
personal therapy? (use above prompts in conjunction with this)
For trainees as a group, would there be certain times when it is more desirable to have 
personal therapy? (use above prompts in conjunction with this)
For you personally, are there any particular issues for which you might consider 
personal therapy advantageous?
For trainees as a group, are there any particular issues for which you might consider 
personal therapy advantageous?
How do your views on personal therapy for trainees in general relate to/differ from 
your views on personal therapy for yourself?
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Q3) What do you see as the potential disadvantages of personal therapy during 
clinical training?
a) For you personally and professionally
b) For trainees in general
Prompts
What have you based your decision on?
What makes you say that?
How have, if at all, your views on the advantages of personal therapy for yourself 
changed (developed) over the course of training?
How have, if at all, your views on the disadvantages of personal therapy for trainees 
in general changed (developed) over the course of training?
For you personally, would there be certain times or periods when it is less desirable to 
have personal therapy? (use above prompts in conjunction with this)
For trainees as a group, would there be certain times or periods when it is less 
desirable to have personal therapy? (use above prompts in conjunction with this)
For you personally, are there any particular issues for which you might consider 
personal therapy a disadvantage?
For trainees as a group, are there any particular issues for which you might consider 
personal therapy a disadvantage? .
“ I’d like to approach the topic from a slightly different perspective now.
Q4) If you were the course director, what policies around personal therapy for 
trainees would you advocate/implement?
Prompts
What makes you say that?
Where have your ideas come from?
Do you think this policy would be helpful to trainees? If so, how? / What would be 
your aims for advocating this kind of policy? / What would you hope to achieve 
through advocating this policy?
How does this, if at all, differ fr"om what you would like for yourself?
Can you envisage any difficulties with that sort of policy?
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What might be the advantages/disadvantages of your policy?
How would you describe the current culture around personal therapy on the course? 
How would you like the culture to be?
How does your policy differ from or relate to the current coinse policy?
How does this, if at all, differ from what you would like for yourself?
Q5) a) Is there anything else that you’d like to add that we haven’t already 
covered?
b) How do you feel being interviewed about this topic?
c) How do you feel being interviewed by another trainee?
Thank you so much for taking the time to participate in the research. The 
information you have given will be kept confidential and will be used for our 
qualitative research projects. If you would like to see a copy of the final report, I 
can make it available to you once it has been submitted and marked.
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Appendix 4 
Demographic Information
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BACKGROUND INFORM ATION
To begin, I’d like to get some basic information about you (such as your age, education and 
occupation). The reason that Fd like this information is so that I can show those who read m y  
research report that I managed to obtain the views o f  a cross-section o f  people. The information
that you have to.
1 . Are you 
(tick the appropriate answer)
Male Female
2. How old are you? ' [2 - f l  years '
3 . H ow would you describe your ethnic origins?^
Choose one section from (a) to (e) and then tick the appropriate category to indicate 
your ethnic background.
(a) W hite
British
Irish —
Any other W hite background, please write in below
(b) M ixed
W hite and Black Caribbean __
White and Black African _ _
W hite and Asian __
A ny other m ixed background, please write in below
The format o f  this question is taken from the 2001 UK census.
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(c) Asian oEA siahlB ritisli
Indian __
Pakistani __
Bangladeshi __
Any other Asian background, please write in below
(d) Black or Black British
Caribbean_________________________ __
African _  .
Any other Black background, please write in  below
(e) Chinese or Other ethnic group
Chinese
Any other, please write below
4. What is your highest educational qualification? 
(tick the appropriate answer)
None __
G CSE(s)/0-level(s)/CSE(s) , _
A-level(s)/AS-level(s) __
Diploma (HND, SRN, etc.)
Degree
Postgraduate degree/diploma
5. What is your current occupation (or, i f  you are no longer working, what was your last 
occupation?)
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6 . What IS your current legal marital status? 
(tick the appropriate answer)
Single
Married __
Divorced/separated __
Widowed
7. a) Do you have any children?
(tick the appropriate answer)
Y e s  (go to part b) No'-’ '^ fend ofquestionnaire: thank you)
b) How many children do you have?
■ / ( / ] ■ ' ■ ■ •
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Appendix 5 
Interview Transcript
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Interview
(Introduction provided before first question)
R. What are your views about having personal therapy during training?
P. I think actually I would go as far as to say it should be compulsory, I think it’s 
almost essential, I have had my own therapy now for about a year and I have changed 
quite a lot I think as a therapist myself during that time and learned to reflect a lot on 
myself and I think, I ’m almost coming ‘round to the idea that I think it’s worrying that 
people don’t have personal therapy then engage in therapy with clients, because I 
think you need to have an understanding of how you (pause) you need to be very 
aware of your own kind of, (pause) the issues that have come up in therapy for you 
and why they’re difficult for you and the influence you might have on the therapy 
process, all those sorts of things.
R. Prompt - in what way, could you clarify what you mean by finding it 
worrying?
P. I think what I have realised through having my own therapy and also through the 
psychoanalytic teaching we have had on this course, is that I have come to be much 
more aware of the therapeutic relationship than I was perhaps before and I think it 
doesn’t matter what kind of therapy you do, what kind of theoretical orientation you 
take, that relationship is very important and I think it’s made me more and more 
aware how much power you have as a therapist over not only the therapeutic process 
but actually over the person that you are in therapy with and I think having personal 
therapy helps you to understand that a bit more and to understand (a) what that feels 
like and also to look out for things that (pause) ways that you might be quite 
powerful or ways that you might influence the therapy process, so that you can 
(pause) be aware of that and maybe it will help you sort of (pause) adapt your style 
maybe, for individuals that could be quite vulnerable - do you know what I 
mean?
R. What do you see as the potential advantages o f  having personal therapy during 
training?
P. I think it is (pause) the two key areas for me are self awareness, I don’t necessarily 
think therapy has to feel like changing; changing completely doesn’t just make you 
feel like a wonderfiil therapist; what I feel that is important, is it kind of makes you 
aware of your own vulnerabilities and perhaps your skills and also your own needs 
and perhaps some of your motives for doing the kind of work and I think that’s 
essential, because we all have motives for doing the kind of work and they’re not all 
about altruism and wanting to help people, you know, so I think it’s essential for self 
awareness, I think also for me. It’s really helped me to understand what it’s like to be 
a client and it’s bloody horrible sometimes you know. I thought I could be quite 
empathie and I thought I could appreciate what it felt like to be a client and I (pause) 
until I went for my first session with my therapist I had no idea what that was like 
really; it was much harder, much harder.
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R. Do you see the same potential advantages for other trainees as for yourself?
P. I think broadly yes, I think the potential advantages about understanding yourself, 
understanding the therapeutic relationship and process and also learning from an 
experienced therapist, I think they’re quite broad areas that everyone can benefit from, 
but I think for me personally, yes there are other areas, for example, within that; I 
think I didn’t just engage in personal therapy because I felt it was good for my 
training, I actually, at the time felt (pause) I was feeling, you know I felt I couldn’t 
(pause) it’s not like I was desperately unwell or anything like that, but thought, I felt I 
was struggling a bit and it would really help me (pause) so I think there are, in terms 
of what it’s revealed for me about myself, the way I think, you know, the influence of 
my upbringing, the way I am in relationships has been really valuable and important 
and that’s going to be different for everybody and I guess there are disadvantages to 
that too, because it is opening a can of worms depending on the type of therapy you 
have but you know, maybe, (pause) maybe it’s not appropriate for everybody because 
of that, I don’t know.
R. Do you think there are advantages to trainees as a group there are particular 
advantages?
P. Yes, I think again (pause) I think a big thing is perhaps self awareness with regards 
to what it is that interests you about this kind of work; I think that’s quite important 
actually because as I said we all have different motivations for going into this work, 
and I friink (pause) it’s an age old king of thing that people say about mental health 
workers that we are all barking mad and we’ve all had dysfunctional childhoods and 
whatever, and to a certain extent that’s probable true of a lot of people to a much 
smaller degree but I think it’s really important as group to perhaps look at our 
motivation for this kind of work.
R. What potential disadvantages do you see for you, personally and professionally?
P. It’s very hard and I think we as trainees, we already juggle a lot of roles and work 
very, very hard; have to think a lot, reflect a lot and it just adds to that, you’re having 
to reflect even more, on your own practice, about yourself all the time and that’s hard 
(pause) you kind of need a lot of thinking space to do it, and that can be a 
disadvantage at times, ‘cause I kind of think I’ve got enough on my plate without it 
and I think also that any therapy does in many ways open a can of worms for you I 
think as a person, I think it’s hard to avoid that and although I said at the beginning 
that I think its essential, there is, ( pause) I suppose that was a bit strong, perhaps there 
is a part of me, I suppose that agrees that perhaps if you are not ready for it, or it’s 
something you feel you can’t deal with at the moment, then maybe it’s not appropriate 
for you because then it could involve a lot of, it could be just really hard for you as a 
person.
R. Do you think those disadvantages would extend to other people?
P. I think what I’ve said extends to everybody else. I ’d imagine.
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R. Prompt - What about the trainee group as a whole?
P. Do you mean how we are together as a group, so in effect in how we relate to one 
another if we all had individual therapy? (pause) I can’t really see any possible 
disadvantages, do you mean if we all had individual therapy, or if we all had group 
therapy?
R. Interviewers response -yes. Individual therapy.
P. I think apart from the individual disadvantages that I’ve mentioned that could 
affect the group, I can’t think that it would have any profound disadvantages as a 
cohesive group of people.
R  Prompt - you don’t think it would have any effect on the dynamics?
P. I’m sure it would change the dynamics to a certain extent, but I can’t see (pause) I 
don’t see that as an advantage or a disadvantage because I think relationships are 
different.
R. If you were the course director, what policies about personal therapy would you 
advocate?
P. It’s really difficult ‘cause I know I’ve kind of already answered this... (pause) At 
the beginning I felt really strongly about it (pause) the more I think about it, the more 
I wonder if I actually think it should be something that is actually imposed because of 
the possible disadvantages, but anyway, that aside (pause) I think (pause) yes I think 
as a course director I probably would, or I would probably strongly recommend that 
we all had personal therapy, but I probably wouldn’t impose it as compulsory and I ’d 
like to think I’d be able to provide some resources for that... (pause) but I’m not sure 
I would stipulate what kind of therapy that would be; I think I would leave that up to 
the trainee but I would personally feel that it would have to be something that would 
last more than just twelve weeks or something, (pause) so I think I would be strongly 
advising trainees to have at least a years worth, perhaps once a week.
R. How would you try and implement personal therapy?
P. Well. If  it’s not compulsory, then a strong recommendation (pause) I guess I would 
get people to come and talk to trainees about perhaps either their own experiences of 
personal; therapy or perhaps about their own theoretical perspectives and the kinds of 
therapy that they do ^ause) I guess I ’d like to make time available for that so, put that 
into the timetable, perhaps every Wednesday morning; people can have the morning 
off to go and have personal therapy and presumably it would need some resources to 
help people finance that, (pause) is that what you mean? I think I maybe wrong but on 
the Salomons course for example, they are given a morning a week, or something like 
that; they are aloud to take a morning off for personal therapy, they engage in 
personal therapy; and I think you do need that really ‘cause I cram it in with 
everything else, and I would have liked a bit more time.
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R. Where do you think your ideas have come from?
P. I suppose mainly from my personal therapy really (pause) I suppose I ’ve had these 
sorts of discussions with my personal therapist as well and that’s shaped my thinking 
a little bit about personal therapy. I think also a big influence has been the 
psychoanalytic teaching we have had here on the course; I think before I started
training I was actually very sceptical of psychoanalytic ideas and thinking; I ’ve
completely changed since I’ve been on this course, and I think that teaching has 
mformed a lot of my thinking about therapy personally, especially psychoanalytic 
teaching, whereas other types of teaching has perhaps not informed my thinking as 
much; I suppose what I ’m trying to say is that other teaching has perhaps not focussed 
as heavily on the therapeutic relationship and I suppose what I’m trying to say is that 
anyone who talked a lot about therapeutic relationships, and what you bring to that as 
a person, yourself, not just the other, the client, would eventually influence me; but 
because most of that has happened within our psychoanalytic teaching that has 
influenced me.
R. Has the teaching or accessing the teaching o f the psychoanalytic model coincided 
with or influenced your choices and decision-making?
P. I can’t really remember what came first, I know I’d had some discussions with 
other trainees, and I wonder if that was precipitated by some teaching that we had 
had; so I can only guess at that, I think maybe it did coincide...
^.Prom pt - in what ways were you sceptical about it?
P. Well, (pause) I suppose I was more sceptical about the model; something about the 
psychoanalytic model; the psychoanalytic thinking; certain forms of psychoanalytic 
thinking, that’s very much like a religion (pause) and I still think like that really; I 
think it’s really important to question any model really, and I suppose I felt that (long 
pause), I kind of felt that it was a bit like brain washing in a way, and I was a bit 
worried that if I engaged in therapy I would lose that scepticism and I would stop 
questioning and be brainwashed into believing that this was the only way, so I think 
that’s where a lot of cynicism lay and in some ways that hasn’t changed; perhaps it 
has reduced a little but I still question a lot of it, (pause) partly because a lot of 
the....(pause) I mean if you think about some of the theories (pause), object relation 
theories, there isn’t the evidence (pause) I mean, there is some evidence, but again it’s 
how you review evidence; there isn’t hard quantative research, like there maybe is in 
cognitive,... do you know what I mean, so its quite hard to accept a lot of the ideas, 
‘cause you do just have to accept them if you can’t prove any of them, does that make 
sense?
R Is there anything you would like to mention that we haven’t covered, or anything 
further you would like to add?
P. (Pause), not really, (pause) I just feel that I haven’t ... I feel that I have waffled a 
bit and I hope you have been able to follow, I don’t think there is any thing I would 
like to add.
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R. How did you feel about being interviewed by a trainee?
P. I wish I had thought about this a bit more, I wonder if I have been a bit strong; 
there is a big part of me that thinks therapy is important but I wonder if that is a bit 
strong; I’m almost thinking as I go along, I don’t know if a lot of what I ’ve said 
makes sense because I feel that I’ve kind of changed my opinions as I’ve gone 
through. I’m finding it really difficult to articulate what I ’m tiying to say, it’s nothing 
to do with you being another trainee, I think being interviewed is really hard; I didn’t 
expect it to be like this at all (pause) I think it is quite hard to express what you really 
want to say and I can imagine later today I’m going to think “damn, I wish I ’d said 
that or if I’d said it this way it would have perhaps influenced the meaning”, I think 
being interviewed cold is hard, you need to thiidc about something like this, and I 
guess it’s made me think about the interviews I ’m doing for my own research; what it 
must feel like; but it’s not a problem being interviewed by a trainee.
R. Thank you for taking the time and trouble to participate.
End of interview.
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Abstract
The Evaluative Beliefs Scale (EBS) is a self-report measure of three directions of 
negative person evaluations, Self to Self, Other to Self and Self to Other. It has been 
demonstrated to possess reliability and validity as well as being sufficiently sensitive 
to detect evaluations commonly associated with cognitive theories of anxiety, 
depression and paranoia. The revised EBS has been adjusted by the scale’s authors to 
moderate the extreme wording of the Self-Other items of the subscale after 
hypothesising a ‘floor’ effect with this dimension of the scale. However, they 
acknowledged that the scale might lose its discriminatory power as a result. The aim 
of this study was to assess the psychometric strength of the revised EBS by attempting 
to partially replicate previous research with the original scale. A secondary aim was to 
confirm a hypothesised connection between negative SelftOther person evaluations 
and Trait anger. One hundred and five participants consisted of primarily postgraduate 
students from a non-clinical population. Internal consistency remained reasonably 
stable. Cronbach Alpha levels were above the recommended level for the Self-Self 
and Other-Self subscales and within an acceptable range for the Self-Other subscale. 
In accord with the original research, two clear factors emerged. Tests of concurrent 
validity were encouraging. However, the results from this research did not replicate 
the original findings precisely, this was thought to represent the difference in 
participants characteristics. An association between Trait anger and negative Self- 
Other evaluations was found, however this emerged after a secondary analysis, 
therefore this results should be treated as preliminaiy and should be interpreted with 
caution. Interpretations of the findings are discussed in relation to anger and 
conceptual clarity. Suggestions for further research are made.
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1:0 Introduction 
1:1 Foreword
The past four decades have seen the movement towards the development of cognitive 
theories and therapies which seek to establish how irrational cognitive processing, 
relating to an individual’s thoughts and beliefs, can lead to the development and 
presentation of symptoms of distress, mental health problems and dysfunctional 
behaviours (Dryden, 1996; Roth and Fonagy, 1996). During this period numerous 
models and therapies have emerged and developed, each being informed by a variety 
of theoretical perspectives (Moorey, 1996). However, many share assumptions and 
appear to be most commonly informed by the theories proposed by Ellis, (1962,1963) 
and Beck (1963, 1964) that initially sought to explain the development and 
maintenance of depression (Dryden, 1996; Roth and Fonagy, 1996).
The premise underlying general cognitive theories of emotional distress is of biased 
information processing which results in a negative distortion of an event or situation. 
It is now widely established that negative distortions most frequently occur in three 
directions of self-evaluations. In recent years these have become known as ‘person 
evaluations’. The concept of negative person evaluations has been attributed as a 
primary source of producing dysfunctional behaviours and emotions. (Chadwick and 
Trower, 1997).
Researchers have attempted to construct valid and reliable measures of person 
evaluations and have been confounded by a number of conceptual and methodological
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problems (Chadwick, Trower and Dryden, 1997). In recent years considerable 
progress has been made in eliminating these problems through the construction and 
testing of the Evaluative Beliefs Scale, (EBS) which measures three categories of 
belief; SelfrSelf (S/S) -  persons’ own evaluation of self; Other/Self (0/S) -  others 
evaluation of self; Self/Other (S/0) -  persons’ evaluation of others (Chadwick Trower 
and Dryden, 1996; 1999). The measure has been rigorously tested and found to 
possess reliability, validity and face validity, particularly in relation to beliefs most 
characteristic of depression (Chadwick, Trower and Dryden, 1999). Research has also 
been conducted which highlights the scales sensitivity in detecting negative 
evaluations that are hypothesised to be associated with paranoia (Chadwick and 
Trower, 1997).
In their original publication the authors of the EBS recommended additional research 
to, “test further general and specific hypotheses about the relationship between 
negative person evaluations and emotional distress, such as a hypothesised connection 
between anger and negative self-other evaluations” (Chadwick Trower and Dryden, 
1999, pp. 558). More recently Chadwick and Dagnan (personal communication, 2002; 
2003) have postulated that the EBS S/0 dimension may be too extreme, and therefore 
they have revised and ‘softened’ the S/0 items of the EBS to address the problem of 
consistently low S/O mean and to establish whether people make global self/other 
attributions. In addition they aim to reduce the likelihood of a floor effect and increase 
the sensitivity of the scale. Thus the aim of this research is to assess the psychometric 
strength of the revised EBS and to establish whether negative S/0 evaluations are 
correlated with anger.
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In order to provide a general theoretical background, this introduction will first briefly 
review the major founding cognitive theoretical models of Beck and Ellis Secondly, a 
brief review of the major cognitive theories of depression and anxiety, which help to 
explain the significance of person evaluations/appraisals and inferences will be 
conducted. This will include a review of contemporary cognitive theories of paranoia, 
which appear to share some of the conceptual properties associated with theories of 
depression, anxiety and anger. Thirdly, a review of the major theories of anger will 
explore the cognitions thought to underpin this emotion, including the role of negative 
evaluations. In conclusion an examination of the general difficulties associated with 
measuring negative person evaluations will be discussed. Finally, the development of 
the EBS will be described before stating the specific aims of this research.
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1:2 The Beck/Ellis Theories of Emotion and Behaviour
‘Rationale Emotive Behavioural Theory ’ CEllis. 1962)
The premise underlying Ellis’ ‘Rationale Emotive Behavioural’ theory and therapy 
(REBT) is of how cognitive, emotional and behavioural factors interact to shape both 
functional and dysfunctional human performance. Ellis, (1976) proposed that the 
foremost goals for the majority of individuals are survival and the pursuit of 
happiness that manifest as the individual’s preferences, hopes and wishes. He argued 
that these goals and purposes are essentially achieved through ‘rational’ thoughts and 
beliefs (appraisals and evaluations) that are consistent, flexible and logically grounded 
in reality. Rational beliefs focus on a philosophy of acceptance and are ‘self and 
‘other’ gratifying. In contrast, ‘irrational’ thoughts and beliefs thwart the attainment 
of the desired goals, being generally inconsistent, inflexible, illogical and rarely 
grounded on reality. Irrational beliefs focus on a philosophy of ‘demandingness’, of 
the ‘self and/or ‘others’ and ‘absoluteness’ with a concentration on ‘shoulds’, 
‘oughts’ and ‘musts’ (Ellis, 1962,1963,1995; Dryden, 1996).
Ellis’ theory proposes an ‘ABC’ model of emotion and behaviour which suggests two 
distinct types of cognition. The ‘A’ of this model represents the first cognition and 
refers to events or experiences which can trigger/activate either accurate or inaccurate 
interpretations or mferences about the implications of the event/experience in relation 
to him/herself and others. The second cognition is the belief, (the ‘B’ component of 
the model) or more correctly the ‘evaluation’ of the ‘A’ trigger. It is the ‘B’ 
component of the model that will determine whether ‘C’ -  the ‘consequence’ of the 
inference and the belief is functional or dysfunctional, that is whether it is self-helping
© Julia Helen Macleod 2004 243
Volume I _________________________________________________Research
or self-defeating. (Ellis, 1995; Dryden, 1996). Primarily, REBT identifies four classes 
of evaluative beliefs; ‘self and other rating’, ‘awfulising’, ‘demandingness’ and ‘low 
fimstration tolerance’ with ‘demandingness’ being considered to be the major belief 
(Elllis, 1995; Chadwick, Trower and Dagnan, 1999).
Cognitive Behavioural Theory (CBT: Beck. 1976)
Beck, (1976) has long argued that emotional distress and disturbance is a result of 
cognitive bias in processing information. His initial work focused on providing a 
theoretical and clinical model of depression that became universally referred to as the 
‘negative triad’. The premise behind the ‘negative triad’ is of negative self-constructs 
/ appraisals of an individuals’, ‘world, future and self. Although this model originally 
sought to explain depressive symptoms, thinking and behaviour. Beck later extended 
the concept of systemic bias as being apparent in all psychopathological states, 
proposing that it is central to the occurrence of symptoms and maintenance of 
psychological distress (Beck, 1967, 1976, 1987, 1991; Beck and Clark, 1989). The 
basic constructs that guide CBT propose that, ‘individuals construct their own reality, 
being active agents on their own world’ (Beck, 1976, pp 51). Through cognitive 
inference, individuals attach personal meaning by selecting and processing 
information fi-om the environment and events/situations; in turn this mediates affect 
and behaviour. If the personal meaning attached is an inaccurate or unrealistic 
representation, the emotional and behavioural response may be dysfunctional (Beck, 
1976; 1991; Clark and Steer, 1996).
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1:3 The Role of Evaluative Beliefs in Cognitive Theories
Dryden, (1994) defines an ‘evaluation’ as a judgement requiring the assignation of a 
value to the event/situation, therefore evaluations are seen as synonymous with 
beliefs. Interpretations are not considered to be evaluative, as the issues may not have 
significance for the person, therefore they are considered to be distinctly different 
fi-om beliefs. In contrast ‘inferences’ are related to significant personal issues and 
have an evaluative element, but the evaluation is not as specific for an inference as it 
is for a belief, however, inferences and interpretations are often linked; both extend 
beyond the immediately available information. REBT proposes ‘rational beliefs’ have 
four primary categories. Firstly they may be articulated initially through preferences, 
these are usually rational and goal directed. The anti-thesis to preference beliefs are 
‘must’ beliefs, which are usually irrational in nature. Secondly a persons’ appraisal of 
whether past present and future situations/events are good or bad is dependent on 
whether they hold anti-awfulising (rational) or awfulising (irrational) beliefs. Thirdly, 
a persons’ belief will be rational or irrational depending upon whether their appraisal 
of a frustrating past, present or future event/situation defines if it is tolerable or not. 
Finally, irrational ‘condemning’ beliefs where the persons’ evaluation will be ‘self 
condemning, ‘other’ condemning, or ‘life’ condemning contrasts rational ‘acceptance’ 
beliefs. Dryden, (1994) proposes that beliefs take place at different levels; they may 
be, specific or general. General beliefs are usually regarded as ‘core’ beliefs. When 
sufficient core beliefs are held around a global theme they are thought to underpin the 
individuals’ philosophy towards life.
Chadwick, Birchwood, and Trower, (1996) also identify four cognitions, which they 
include in the ABC theory within their therapeutic representation of the model:
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images, inferences, evaluations and dysfunctional assumptions (Beck, Rush, Shaw 
and Emery, 1979). ‘Images’ are significant when working with people who have 
difficulty verbalising distress and can represent automatic thoughts. ‘Dysfunctional 
assumptions’, are defined as elementary rules or values that guide behaviour and are 
thought to originate in childhood. ‘Inferences’ are termed as predictions or 
hypothesis that may either be true or false, they can occur through ‘attribution’, which 
may be internal or external and may be stable, unstable, specific or global. An 
individual is usually consciously aware of an inference, although s/he is likely to 
interpret it as a fact. Beck, (1976) identifies six common biases when inferences are 
made: arbitrary inference, selective abstraction, overgeneralisation, magnification and 
minimisation, personalisation and absolutistic, dichotomous or black and white 
thinking.
An ‘evaluation’ may be considered synonymous with a preference, described by 
Zajonic (1980) as a good or a bad judgement. The foundation of REBT asserts that 
‘inferences’, which are at all times united by context, are enlisted by ‘evaluations’, 
which, when negative, underpin emotional distress. Chadwick, Birchwood, and 
Trower, (1996) attatch strong significance to ‘person evaluations’ which they describe 
as “stable, global and total condemnations of an entire person, made about the ‘self 
or ‘other’ in three ways: ‘self to self, ‘other to self and ‘self to other” (pp 7). It has 
been proposed the content of beliefs dictate explicit associations between the type of 
emotion felt and the accompanying behaviour (Chadwick, Birchwood, and Trower,
1996). According to general cognitive models, there are three principal cognitive- 
emotion connections, anxiety, depression and anger, although Chadwick, Birchwood,
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and Trower, (1996) acknowledge that there are a multitude of emotions correlated 
with these. Where beliefs are about threat and danger, they are connected to anxiety, 
usually future orientated with the intensity of the emotion being directly correlated to 
the intensity of the belief. Depression and withdrawal behaviour are related to beliefs 
about loss, usually past orientated and again the intensity of the depressive symptoms 
is related to the strength of the belief, which is usually self or other to self directed. 
The third category of cognition-emotions, are based on the violation of rights and 
negative self-other evaluations, which may be future, present or past directed. The 
strength of anger and the possible accompanying behaviours, such as hostility and 
aggression are again correlated to the strength of belief (Chadwick, Birchwood, and 
Trower, 1996).
Empirical evidence appears to strongly support the notion of a relationship between 
specific cognitions and specific emotions. Early theories largely accepted that the 
inferences, which enable the perceived cause of an event to be identified, are ‘causal 
attributions’, however, Lazarus and Smith (1988) argued they are not sufficient to 
cause emotion, rather for affect to occur an ‘appraisal’ of the ‘facts’ is required, where 
appraisal is the mediator between attribution and emotion. They further argue that 
feeling accompanies all cognition, where the affect immediately follows the sensory 
input, depending on its’ strength it could dominate the cognitive process which 
follows. Therefore, they conclude that affect is not necessarily post-cognitive.
The cognitive processes that contribute to the stimulation of affect, has dominated 
theoretical research relating to the distress arising from emotional disorders such as
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anxiety, depression and psychosis, specifically, symptoms of delusions and paranoia 
for the latter disorder. The major theories that appear to have most influenced our 
general understanding of how certain cognitive styles are associated with specific 
emotions will be reviewed in the following sections.
1:4 Beliefs and Attributional Style Associated with Depression, Anxiety and 
Paranoia
1:4:1 Depression
It has generally been considered that affective judgements occur as result as a result of 
considerable cognitive operations. However, Zajonic (1980) believed that arousal of 
affect requires minimal cognitive operation. He argues that affective judgements may 
precede perceptual and cognitive operations, thus we need to distinguish thoughts, 
which are inferences or ‘cold cognitions’, from feelings, which are preferences or ‘hot 
cognitions’. Further, he argues that affective judgements are always about the self 
and that people react more on affect than they do on cognitive judgements. Other 
researchers, Miranda and Persons, (1988) and Miranda, Persons and Byers, (1990) 
found that dysfunctional thinking increased when mood state was measured at its 
worst, and decreased when mood state was at its best. They concluded that 
dysfunctional beliefs are vulnerability factors to depression, but that access to, and 
reporting of such beliefs depends upon mood state. Teasdale, Taylor and Hayhurst, 
(1995) gave sentence stem completions to a group of depressives and controls. The 
sentences were constructed in such a way that negative completions would 
characterise a non-depressive state. Therefore, depressive participants should make 
more positive completions than the non-depressed controls, which should decrease
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with recovery if depressive thinking reflects changes in high-level mental models. 
However, if depression reflects a general increase in the accessibility of negative 
constructs, as is often supposed, construct completions would move in the other 
direction. The former occurred. Thus the authors concluded that mood dependant 
depressive thinking might be explained as a shift in schematic mental models, as 
opposed to changes in construct accessibility. Spangler, Simmons, Monroe and Thase, 
(1997) concluded from their research that dysfunctional attitude and attributional style 
are correlated, but they are two distinct constructs, rather than a single construct, thus, 
they hypothesise that there may be two separate pathways to depression.
There is a wealth of research that provides evidence that depressive thinking is biased 
towards negative self-evaluations when compared to their evaluations of others 
(Lobitz and Dee Post, 1979; Pietromonaco and Marcus, 1983, Golin, 1989; Koenig, 
Ragan and Harrow, 1995). However, not all empirical evidence supports these 
findings. Alloy and Ahrens, (1987) found that depressed participants were just as 
likely to make pessimistic forecasts for others as they were for themselves. Further, 
their findings suggested that non-depressed controls made less realistic self- 
evaluations and perceived themselves to have more control over outcomes of 
situations and events, which the authors suggested might be an illusionary perception 
of control, perhaps with the aim of protecting self esteem. They postulated that there 
were two possible explanations for this; either depression causes people to be more 
realistic, or realistic people are more prone to depression (Alloy and Ahrens, 1987). 
However, it should be noted that few, if any of the studies discussed have been
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consistent in measuring self-evaluations or in the choice of population. Further, the 
methodology employed would often seem to provide a wide margin for criticism.
l:4:2Awcietv
As previously stated, the cognitive model proposes that beliefs, which are about threat 
and danger, are associated with anxiety. Anxiety states present with somatic 
symptoms that are often mistaken by the individual as having a physical or medical 
origin. Consequently there is a reciprocal relationship between perception of threat 
and anxious symptoms which are construed as providing evidence for the individuals 
interpretations of situations and events, thus increasing the strength of the person’s 
belief. In general beliefs relating to anxiety are based on dysfunctional assumptions or 
rules that are usually self-referent and self-deprecating. With generalised anxiety 
disorders, beliefs fi*equently centre on acceptance, competence, responsibility and 
control (as well as about the anxiety itself) and often originate in childhood (Clark, 
1989). Similarly, beliefs associated with social phobia are concentrated on negative 
self-self and other-self evaluations (Wells, 1998).
Three key beliefs are thought to be associated with social anxiety; ‘unconditional 
beliefs’, which relate to the social self, ‘conditional assumptions’, articulated as if- 
then propositions and ‘fixed rules’, which dominate social self-regulation. However it 
has been suggested that these beliefs are not always stable, thus the trigger for their 
activation may be very specific. A key characteristic of cognitive models of social 
anxiety / social phobia, is that the individual forms a self impression, which they 
presume is shared by observers (Wells, 1998). Stoppa and Clark (1993) in their study
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of self focused processing in social situations found that participants with social 
phobia reported more negative self evaluations than controls, although they did not 
report more negative other self evaluations. However, there is a large body of 
evidence which reports individuals with social anxiety / social phobia construct 
distorted impressions of the self as a social object, to be precise, they make negative 
other-self evaluations (Wells, 1998; Wells, Clark and Ahmad, 1998). Consistent with 
earlier research, Mellings and Alden (2000) reported that socially anxious individuals 
focused their attention more on themselves than on their partners during social 
interaction and displayed larger negative biases in their self-related judgments than 
did control subjects. However, as with research into depressive self-evaluation, the 
use of psychometric measures has not been consistent and it has been argued that 
further research to explore the nature of beliefs is required (Wells, 1998).
1:4:3Paranoia
A  number of research findings have suggested that deluded patients make excessive 
internal, stable and global attributions for positive events, in contrast they make 
excessive external, stable and global attributions for negative events. The accepted 
hypothesis for this is that the self-serving bias evident in persecutory delusions protect 
against low self- esteem and more generally, certain types of paranoid schizophrenia 
has been interpreted as a form of masked or ‘defended’ depression (Kaney and 
Bentall, 1989; 1992; Zigler and Click, 1988). However, whilst there is strong 
empirical support for ‘self serving bias’ theories it has been stressed that this does not 
deny the existence of non-cognitive perceptual abnormalities that clearly underlie 
some cases (Kaney and Bentall, 1992).
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Evidently, paranoia, depression and anxiety have all been observed to contain 
excessive self-preoccupation; however there appears to be a particularly exaggerated 
cognitive bias in response to threat associated with persecutory delusions. Using an 
emotional Stroop task, Kinderman, (1994) used a normal control group, a depressive 
group and a group of participants suffering from persecutory delusions, to examine 
their attention to positive and negative trait words and to rate the degree they endorsed 
them as self descriptive. People in the depressed group endorsed few positive self- 
descriptive words in contrast to the delusional participants who endorsed as many 
positive words as the control group. Thus the control group and the delusional group 
held greater self-enhancing biases. It has been ftirther argued that paranoid processes 
are observed outside of a clinical population with the function of maintaining integrity 
and inner-self cohesion, which supports attribution theorists proposition that 
externalising cognitive biases are a self protective response to threat, whereby 
responsibility is delegated to the ‘other’ which ensures continuity of normal 
functioning (Bentall, Kinderman and Kaney, 1994; Kaney and Bentall, 1992; Taylor, 
1983). This would appear to fit with speculation that delusions are not qualitatively 
distinct from normal beliefs but rather are on a continuum extending from normal 
beliefs (Bentall, Kinderman and Kaney, 1994).
Trower and Chadwick, (1995) have extended the theory that paranoids use ‘other 
blame’; they note paranoia is frequently accompanied by severe depression and 
conclude that self-serving bias can protect against low mood but they do not concur 
that it defends against depression. They have supported the paranoid defence theory
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that paranoia more accurately protects against low self-esteem. Following the stance 
taken by Trower, Casey and Dryden, (1988) Trower and Chadwick, (1995) are in 
agreement that “disabling emotion is functionally associated with different kinds of 
negative evaluation”, (pp 264). In their research with eleven paranoid and eleven 
depressed individuals, Trower and Chadwick, (1995) found that both the paranoid and 
the depressive group perceived comparable amounts of self and other self evaluation, 
however, the paranoid group also made more negative self to other evaluations in line 
with their predictions. However three of the paranoid participants endorsed negative 
self-evaluations only. In previous research relating to schizophrenics perception of 
omnipotent (all powerful) versus omniscient (all knowing) voices, Chadwick and 
Birchwood, (1994; 1995) distinguish between beliefs, which relate to the identity and 
purpose of voices. Evidently individuals perceive their voices as either benevolent or 
malevolent. According to this theory, Chadwick and Birchwood, (1994; 1995) further 
proposed that there are two subtypes of malevolent beliefs, those related to perception 
of punishment and those related to perception of persecution. Trower and Chadwick,
(1995) extended this mode of thinking to paranoia, suggesting there are two distinct 
types, ‘poor me’ paranoia, where threats are interpreted as persecutory and are 
assigned ‘other blame’ by the ‘angry victim’ and ‘bad me’ paranoia, where threats are 
perceived as punishment for some real or imagined transgression. Trower and 
Chadwick, (1995) suggest the former is akin to ‘discomfort disturbance’, whilst the 
latter is akin to ‘ ego disturbance’ (Ellis, 1979; 1980 Diyden, 1987; and Wessler and 
Wessler, 1980). Based on their research and clinical experience, Trower and 
Chadwick, (1995) have constructed a theory, which is in line with REBT theories, 
suggesting how people with paranoia, in common with individuals in the main.
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attempt to meet an elemental need to construct a sense of self, whereby paranoid 
defences are the dysfunctional response when the ‘self is threatened.
It would appear evident that the theme of negative person evaluations that are ‘self 
referent rather than ‘other’ referent are as apparent in symptoms of anxiety as they are 
in depression. By contrast, in certain types of paranoia negative person evaluations are 
‘other’ referent. There appears to be a wealth of empirical evidence that links the role 
of ‘person evaluations’ as central to cognitive processing in these three presentations 
of emotional distress. As one of the aims of this research is to test a hypothesised 
connection between anger and negative self-other evaluations, a review of the major 
cognitive theories of anger will be conducted in the following sections. Theories will 
be examined in an aim to explore the cognitions and cognitive processing thought to 
underpin this emotion, including the role of negative evaluations.
2:0 Cognitive Theories of Anger
It is generally accepted that anger is defined as an emotion, rather than a behaviour or 
a personality trait (Edmondson and Conger, 1996). A review of the historical status of 
anger theory and management concluded that our concepts and knowledge of anger 
has developed little in the 2,000 years since philosophers first began documenting 
theories (Kemp and Strongman, 1993). The quest for psychologists to define theories 
and models of emotion, particularly those related to anger have spanned the best part 
of a centuiy, with perhaps the most enduring and well researched coming from the 
cognitive perspective (Averill, 1983). The cognitions associated with anger have 
become a major focus of theorists and therapists (Howells, 1998).
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Expanding on his original proposal, Ellis extended his theory to other forms of 
distress and suggests that anger is an ‘unconstructive emotion’ likely to be 
experienced because of the inferences, based on irrational beliefs about real or 
conjectured frustration, which is commonly ‘other’ directed (Ellis, 1995; Dryden 
1995). Ellis proposes three common inferences; frustration, where the persons’ 
immediate comfort or long-term goals are threatened by ‘the other’ (discomfort 
anger); transgression of a personal rule by ‘the other’ and threat to self-esteem, which 
is largely sub-conscious. Ellis, (1995) describes the latter two as ‘ego anger’.
Beck, (1976,1995) has developed similar theories of anger. He argues that anger 
occurs as a result of one or all of four transgressions; intentional, unintentional, 
indirect and hypothetical (Beck, 1976). Beck, (1995) proposes that an individuals’ life 
is regulated by self-image and projected self-image; when a cognitive appraisal of an 
event or situation perceives a threat to the individuals’ security or values or if s/he 
perceives an implicit rule to have been violated, the result will be anger and/or 
hostility. Beck, (1995) suggests that the experience of anger rests on one or all of the 
following: exaggerated self-focus; personalising experiences so that an injustice is 
perceived; magnified inter personal sensitivity and an innate predisposition or primal 
reaction towards self-protection or self-promotion. He further elaborates that anger is 
frequently ‘other person directed’ and is a response to threat against self-esteem/self- 
evaluation that can relieve pain and/or anxiety. By producing a negative image of ‘the 
other’, damage to self-evaluation/self-esteem is neutralised. Beck argues the case for a 
universal ‘egocentric’ mechanism that triggers anger and hostility and that the
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associated ‘negative framing/dysfunctional thinking’ occurs as commonly in a 
‘normal’ population as in a psychiatric population (Beck, 1995).
2:1 The Construct of Anger
Novaco, (1998; 1999) differentiates between anger as a construct and anger as a term 
of definition based on syntactic rules, the latter of which he describes as, “ a 
negatively toned emotion, subjectively experienced as an aroused state of antagonism 
towards someone or something perceived to be the direct cause of an aversive event” 
(Novaco, 1998. pp 13). He has proposed that any ‘construct’, such as anger, “has 
meaning by virtue of their theoretical linkage” (Novaco, 1999, pp. 327). Novaco
(1999) has embarked on an attempt to define the system properties thought to be 
associated with anger, in order to expand upon current understanding of the construct. 
In accord with other theorists, Novaco defines anger as possessing three major sub­
systems; cognitive, physiological and behavioural, where cognitive characteristics for 
anger include, “... knowledge structures such as expectations and beliefs, and 
interpretive processes which are organised into set patterns or schemas. These are 
cognitive structures about environment-behaviour relationships entailing rules that 
govern responses to threatening situations” (Novaco, 1999. pp 338). Novaco (1999) 
asserts that the three major sub-systems (cognition, physiological and behavioural) are 
mutually dependent. He further argues that anger is a response to threat that strives to 
restore equilibrium; thus, anger is communally the ‘cue’ that change is required and 
the ‘solution’ to achieve the change. Novaco (1999) proposes that individuals 
conceptualise anger as occurring through proximal exposure to ‘personal, stable and 
controllable aspects of another persons’ behaviour (pp 326). Novaco has become
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renowned for his groundbreaking contributions to theory, however he is perhaps most 
revered for his approach towards the treatment of anger in clinical practice (Howells, 
1998).
Commenting on Deffenbacher and Lynch, et al (1996) and Deffenbacher and, Oetting, 
et al (1996), Sharkin, (1996) noted that the empirical study of anger has been limited 
despite it being a regular occurrence in every day life. He has argued that, “ .... anger 
is increasingly understood in some ways but still misunderstood in others” (pp 166). 
Sharkin, (1996) acknowledges that ‘conceptual clarity’ has been significantly 
advanced through the work of Spielberger and his colleagues, (Spielberger, Jacobs et 
al, 1983; Spielberger, Johnson, et al 1985). Following an extensive literature review, 
Spielberger, (1988) has provided clear definitions of state and trait anger with the
former being defined as, “ .....  an emotional state or condition that consists of
subjective feelings of tension, annoyance irritation fury and rage with concomitant 
arousal of the autonomic system. State anger varies in intensity and fluctuates over 
time as perceived injustice or frustration resulting fi-om the blocking of goal directed 
behaviour. Trait anger was defined in terms of individual differences in the fi-equency 
that state anger is experienced over time” (pp 6). Hazebroek, Howells and Day,
(2000) have suggested that despite receiving increasing theoretical analysis, empirical 
evidence conceptualising anger is still limited and it would appear that the use of 
clinical models of anger has grown faster than research to support their efficacy. 
Interventions for anger control appears to focus on people who possess high levels of 
trait anger, consequently recent research has leaned towards attempting to
© Julia Helen Macleod 2004 257
Volume I___________________________________________________ Research
conceptualise trait anger and identify its antecedents (Hazebroek, Howells and Day, 
2000).
2:2 Appraisals and Anger
Perhaps the most widely acknowledged antecedent of anger is the role of appraisal. 
Appraisals are assigned a significant status in contemporary theories of emotion. 
Averill, (1982, 1983) defined anger as an individuals’ endorsement of a perceived 
wrong (by the ‘other’ towards the self) that is perceived as either unjustifiable or an 
avoidable accident (Kemp and Strongman, 1993). The theory of emotion proposed by 
Lazarus (1982, 1984, 1993, 1995) proposes that anger is a perceived assault on ego- 
identity, which occurs through an unconscious process of primary and secondary 
appraisals. Primary appraisals are aimed at determining how the encounter is 
significant to the persons well being. Secondary appraisals evaluate and apportion 
blame, to either the ‘self or other, where ‘other’ accountability enables self-esteem to 
be preserved (Smith and Lazarus, 1993).
2:3 Trait Anger, ‘Other’ Directed Appraisals and Attributional Bias of Intent
As previously described, trait anger refers to anger proneness (Spielberger, 1988). 
Deffenbacher, Getting, Twaites, Lynch, Baker, Stark, Thacker and Eisworth-Cox
(1996) found that people with high trait anger report feeling more anger than low trait 
individuals in every type of situation.
In a recent study, Hazebroek, Howells and Day (2000) hypothesised that people with 
high trait anger would show greater levels of anger and would differ in their
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appraisals of the provoking event compared to people with low trait anger. In addition 
they sought to examine whether there was an interaction between high trait anger and 
the ambiguity of the provoking event. Previous research (Copello and Tata, 1990) has 
suggested that some individuals may be insensitive to cues that help to differentiate 
between deliberate and ambiguous provocations and in a study of children and 
adolescents. Dodge and Crick, (1990); Dodge, Price, Bachorowski and Newman, 
(1990) concluded that when anger results in aggression it possibly occurs because 
attributions of intent are biased. Hazebroek, Howells and Day (2000) used eighty- 
three participants (24 males and 59 females) who watched four videos of social 
interaction with a negative outcome and were asked rate their emotion as if the event 
was happening to them. The videos depicted two identical situations differing only in 
that the events were defined as either being deliberately provoked or where the 
intention to provoke was ambiguous. The Trait Anger Scale (Speilberger, 1991) was 
used to determine levels of anger. Three individual appraisal components (other 
accountability, motivational relevance and motivational congruence) were measured 
in accordance with Smith and Lazarus’, (1993) ‘core relational theme of blame’. 
Anger arousal for both high (under control) and low (over control) trait individuals 
appeared to be related to the theme of ‘other accountability’, although as expected, 
this was greater for the high trait group, as was their anger reactions to ambiguous 
provocations. In addition, anger arousal in high trait participants was also associated 
with perception of reduced emotional coping; this is contrast to Lazarus’ (1993) 
argument that anger is correlated with appraisals of coping. There was no association 
between motivational relevance and motivational congruence (Hazebroek, Howells 
and Day, 2000).
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2:4 Anger and Context
Researchers have examined the expression of anger and the context in which it is 
expressed and concluded that public and private expression differs, with public 
expression varying according to the persons’ desired self-presentation and in 
accordance with their beliefs about the acceptability of anger expression 
(Beaumeister, 1982; Leary, 1995; Huesmann and Guerra, 1997; Allan and Gilbert,
2002). Spielberger (1988) has proposed that trait anger is primarily conceptualised in 
two directions, a general tendency to react quickly with overt anger and anger which 
is socially focused. The latter appears to relate to the concept of threat to ‘ego- 
identity’, in this case the ‘other to self criticism or assault is perceived as threatening 
social standing, resulting in a heightened angiy reaction.
Leary, (1995) has postulated that such individuals may be ‘rank sensitive’ and are 
more likely to express their anger towards individuals they perceive as being lower 
ranking than themselves than they would towards perceived higher ranking 
individuals (Allan and Gilbert, 2002). Gilbert and Allan, (1998) have provided 
evidence of negative social perceptions and perceived social inferiority being strongly 
associated with depression as is entrapment. In order to establish whether these 
correlations also extended to anger Allan and Gillbert, (2002) explored whether 
perception of social rank, measured by general self-other comparisons, were related to 
anger experience and expression and whether feelings of entrapment affected anger 
experience and expression. One hundred and ninety-seven undergraduates 
participated (68 males and 124 females). Results did not show a correlation between
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feelings of inferiority and high trait anger tendency, although there was a strong 
correlation between perceived inferiority and anger in; this was also the case for 
entrapment. There was a significant difference between anger control and anger out 
depending on the rank of the target, with anger control being greater if the target was 
perceived to be of a higher rank
2:5 Anger and Gender
Despite extensive research it has been largely concluded that there are no significant 
gender differences in general patterns of anger response although it has been 
suggested that further research is required to determine if there are subtle underlying 
differences (Sharkin, 1996)
2:6 Anger and culture
Sharkin, (1996) has observed the limited research relating to the effects of culture in 
the experience and expression of anger noting that the majority of studies have been 
conducted on predominately white participants. He emphasises the need for a cross- 
cultural analysis to address the important issue of the socio-cultural context of anger.
2:7 Measuring Anger
In order to construct a psychological measure a theoretical baseline needs to be 
defined before individual components of each construct can be generated. The quality 
of the measure will depend on how strongly the supporting data correlates with the 
original theoretical foundation (Cronbach and Meehl, 1955 cited in Eckhardt, 
Norlander and Deffanbacher, 2004). In the course of this review it has become 
evident that the theoretical constructs used to define anger are inconsistent, as such it
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has been argued that measures of anger are consequently likely to share the same 
variance, thus, methods are confounded by inconsistency and research findings may 
lack generalisability (Berkowitz, 1993; Eckhardt and Deffenbacher, 1995; Eckhardt, 
Norlander and Deffanbacher, 2004; Novaco, 1994).
It would appear that the most frequent inconsistency lies around the definitions of 
anger and hostility and seemingly, these are often used interchangeably (Eckhard, 
Barbour and Stuart, 1997). Following a review of literature. Miller, Jenkins, Kaplan 
and Salonen, (1995) have proposed that the primary characteristics unique to hostility 
include cynicism, negative self to other evaluation of intent (mistrust) and self to other 
disparagement (denigration). Thus, angry affect appears to be a product of prior 
hostile cognitions, whereas anger might be considered a conscious affect 
communicated through verbal and non-verbal interactions (Eckhardt, Norlander and 
Deffanbacher, 2004).
Assessment of anger and hostility in a clinical setting is traditionally accomplished 
through the use of self-report questionnaires. Given the ambiguity that appears to 
associated with making a clear definition between the two one recent paper has sought 
to review research that has, “ made clear contributions to our understanding of each 
scale’s psychometric properties and construct validity” (Eckhardt, Norlander and 
Deffanbacher, 2004, pp 25). Overall, their conclusions of the majority of measures of 
hostility were that they failed to clearly assess the attitudinal traits defined by Miller, 
Jenkins, Kaplan and Salonen, (1995), lacked conceptual clarity and had weak 
psychometric strength (Eckhardt, Norlander and Deffanbacher, 2004). The most
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widely used anger inventories are evidently those which attempt to assess a particular 
dimension of the anger construct or alternatively, multidimensional scales. The 
multidimensional scales appeared to fare better than those assessing specific 
constructs. Eckhardt, Norlander and Deffanbacher, (2004) observed that many scales 
did not appear to have developed from a ‘clear and consistent theoretical base’. It is 
perhaps of little surprise that the scales that emerged as most reliable and valid, 
(Aggression Questionnaire; Buss and Perry, 1992; The State Trait Anger Expression 
Inventory; Spielberger, 1988; 1999 and the Novaco Anger Scale; Novaco, 1994) were 
largely devised by prominent researchers who have made sizeable contributions to the 
development of theory and clinical management of anger. In a summation of their 
review, Eckhardt, Norlander and Deffanbacher, (2004) observe that research on anger 
and hostility is scant and falls behind the quality of that conducted on other emotions 
such as anxiety and depression.
3:0 Negative Person Evaluations
As may be seen from the brief review of cognitive theories of psychological 
dysfunction, stemming from those proposed by Beck (1967; 1976) and Ellis (1962; 
1995), psychological literature and clinicians widely accept the place of negative 
thinking and/or beliefs in the onset and maintenance of distress. In the depressed and 
anxious individual, negative evaluations are usually self-referent (Beck, 1976; Ellis; 
1962; 1996; Lobitz and Dee Post, 1979; Chadwick, Trower and Dagnan, 1997; 1999; 
Clark, 1989; Wells, 1998) and it is generally acknowledged that anger is associated 
with negative other evaluations/other blame (Beck, 1995; Dryden, 1995; Ellis, 1995). 
This has been highlighted in one study based on REBT theories examining the
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experience and expression of anger and the interrelationship between irrational 
beliefs. Findings indicated that ‘awfulising’ and self directed ‘shoulds’ and self worth 
were linked to derogatoiy and negative thoughts directed towards ‘others’ (Ryan and 
Dahlen, 2004). Similarly, Silvia and Duval, (2001) found that in an attempt to avoid 
acknowledging failure and thus negative self evaluation, participants in their study 
exhibited a self serving bias and externalised failure by expressing negative 
evaluations of ‘others’, thus protecting self esteem. Following this trend, considerable 
empirical evidence has supported the concept that paranoia can also be defined as a 
defence against low self-esteem. Defence is thought to be achieved through a process 
of attributing personal inadequacy to ‘others’, thus having the bi-fimction of 
projecting responsibility and conferring personal importance (Chadwick and Trower,
1997). The cognitive constructs of anger and paranoia would seem to share the 
function of protecting against low self-esteem. Fraught, Colby and Parkinson, (1977) 
provided one of the earliest and key foundation theories, suggesting that paranoia 
emerges firom negative self-evaluation and perception of inferred criticism of the 
‘self by ‘others’, accompanied by emotions such as fear, anger and shame. They 
proposed that paranoia can arise in the face of ‘other’ to ‘self threat, where paranoia 
blocks the threat of negative self-evaluation through a response of negative ‘self to 
‘other’ evaluation. Paranoia has been described as an exaggerated form of self-serving 
bias (Trower and Chadwick, 1997) and it would seem, if one accepts the cognitive 
theories of anger, such as those proposed by Beck, (1995) who suggested that the 
experience of anger rests on: exaggerated self focus, personalising experiences, 
magnified inter-personal sensitivity and a predisposition towards self protection 
and/or self promotion, that both serve the same function of projecting responsibility to
© Julia Helen Macleod 2004 264
Volume I_________________________________________   Research
‘others’ in order to protect self esteem. Just as anger is accepted as an emotion 
common to all, so is it becoming widely accepted that paranoia can be a common sub- 
clinical experience. Lending support to the concept of paranoia being present to a 
lesser or greater degree in a ‘normal’ population, one recent study, conducted with 
324 students, found that higher levels of paranoid ideation were associated with lower 
levels of self-esteem (Ellett, Lopez and Chadwick, 2003).
The cognitive theories and models of emotional dysfunction presented throughout this 
introduction have all sought to highlight the importance of negative person 
evaluations and the role they play in initiating and maintaining distress, both 
cognitively and behaviourally. People who exhibit depressive and anxious 
symptomatology are acknowledged as making negative self-evaluations and 
perceiving negative evaluations of the ‘self by ‘others’ and are shown to have low 
self-esteem. By comparison, people who exhibit paranoid ideation and/or high levels 
of anger expression have been shown to employ negative ‘self to ‘other’ evaluations 
as a method of guarding against the threat to self-esteem, however, this does not 
necessarily imply that this population possesses high self-esteem; in fact, self-esteem 
in these populations have been found to compare with depressive populations (Trower 
and Chadwick, 1997; Ellett, Lopez and Chadwick, 2003). What is clear from these 
observations is that a reliable and valid measure of person evaluations would seem a 
valuable tool for both theorists and therapists alike.
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3:1 Searching for an Objective Measure of Negative Person Evaluations
Over the past two decades, researchers have argued for the need for an objective 
measure of negative person evaluations (Koenig, Ragin and Harrow, 1995). 
Generally, attempts to measure negative person evaluations have been plagued with 
difficulties. The problems associated with most measures appear to relate to the 
ambiguity of statements, semantics may be confusing, thus individual interpretations 
may vary (Chadwick, Trower and Dagnan, 1997; 1999). A review by Robb and 
Warren (1990) cited in Chadwick, Trower and Dagnan, (1997; 1999) concluded, “ ... 
out of six leading measures, only three were pure in the sense that all items addressed 
beliefs” (pp. 550).
3:2 Development of the Evaluative Beliefs Scale (EBS)
The need for a pure measure of negative person evaluations would appear to have 
been supplied by construction of The Evaluative Beliefs Scale (Chadwick, Trower 
and Dagnan 1996; 1999). Chadwick, Trower and Dagnan, (1996; 1999) have 
proposed that contemporary measures of evaluative beliefs failed to be reliable and 
valid because of three main difficulties: poor choice/construction of individual items, 
confusion over definition and problems with specific theoretical concepts. The EBS 
was constructed to address the main difficulties that are marked in other measures. It 
is a self-report measure, which consists of a series of 18 statements of negative person 
evaluations. There are three categories, each of which has six major evaluative 
themes: a sense of worthlessness, a sense ofunlovability, a sense of weakness, a sense 
of badness, a sense of failure and a sense of inferiority. These are expressed in three
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directions: Self/Self (S/S) -  persons’ own evaluation of self; Other/Self (O/S) -  others 
evaluation of self and Self/Other (S/0) -  persons’ evaluation of others.
The psychometric properties of the EBS have been tested against the Hospital Anxiety 
and Depression (HAD) scale on 397 participants (Chadwick, Trower and Dagnan, 
1996, 1999). The HAD was selected because it contains no items assessing beliefs 
and therefore avoided the problem of overlap. Results indicated a strong connection 
between negative person evaluations (for Self/Self and Other/Self) and depression and 
anxiety scores but no connection with SelfrOther negative person evaluations and 
anxiety and depression scores. Further research has found that the EBS possesses 
concurrent validity; negative Self/Self and Other/Self evaluations correlated strongly 
with depressive scores as measured by the Beck Depression Inventory (BDI) and was 
sensitive to change over time (MacLeod, 1998). Thus, the EBS has been shown to 
reliably detect negative self-evaluations associated with depressive and anxious 
symptomatology. Extending other research, which suggests that paranoia is a defence 
against low self-esteem, Chadwick and Trower, (1997) examined the place of 
evaluative beliefs in paranoia. They explored the idea that paranoia is a defence 
against perceived other-self negative evaluations, which are discredited by the use of 
negative evaluations of others. The EBS was administered to a total of 67 participants; 
23 in the paranoid/delusional group, 22 in a ‘depressed group’ and 22 non-clinical 
controls. Subjects in both clinical groups scored significantly higher than controls on 
negative 0/S and S/S evaluations. Negative 0/S and S/S evaluations were highest in 
the depressed group. However, as predicted negative S/0 evaluations were highest in 
the paranoid group but did not differ between the depressives and the controls.
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Unexpectedly, a small percentage of the paranoid population did not endorse negative 
evaluations of others but responded instead with negative biases that were more 
consistent with the depressive group, which have directed the researchers towards a 
revised theory of paranoia, previously discussed in section 1:4:3 (Trower and 
Chadwick, 1995; Chadwick, Birchwood and Trower, (1996; 1999).
3:3 Revaluating the Evaluative Beliefs Scale
As previously stated, Chadwick, Trower and Dagnan, (1996; 1999) Chadwick, 
Birchwood and Trower, (1996) have argued, as have others, that there are three key 
cognitive emotional links which are central to beliefs; depression, anxiety and anger. 
It is generally agreed that anger is one of the key basic, innate, universal and 
immediate emotions (Omstein and Carstensen, 1991), which is a common experience 
in everyday life (Averill, 1982). Contemporary theories suggest that high anger 
expression (anger which is under controlled and where expression is not inhibited) is 
determined by the individuals’ appraisal of the agent/event or person as being 
blameworthy, i.e. they make attributional errors (Howells, 1998). Further it is also 
seen to relate to personality type where under controlled anger is defined as a ‘trait’ 
and over controlled anger is determined as ‘state’ (Speilberger, Sydman, Owen, and 
Marsh, 1988). Ellis (1995) predicted that negative SelEOther evaluations are more 
characteristic of anger. Individuals’, who may be classified as possessing an anger 
trait, are thought to operate under rules (of the self) such as ‘I must never be 
criticised’. When another person breaks this rule their beliefs create assumptions 
about the other person(s) being: unlovable, worthless, weak, bad, failures and inferior 
(Chadwick, 2002; 2003; personal communication). Thus, in common with anxiety and
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depression, anger as a state or trait is present to varying degrees in a non-clinical as 
well as a clinical population (Speilberger, Sydman, Owen, and Marsh, 1988; Novoco, 
1994). Whilst the EBS has shown that the level of depression/anxiety is connected to 
the strength of self-referent belief, it has failed to identify the strength of selEother 
evaluations/beliefs hypothesised to be associated with different levels of anger. In 
fact, with the exception of extreme beliefs such as those associated with persecution 
paranoia, the Self/Other subscale is rarely endorsed (Chadwick, 2002; 2003).
Although the EBS in its original form has withstood robust testing and has been 
shown to possess reliability, validity and concurrent validity, (Chadwick, Trower and 
Dagnan, 1999) it became clear to its authors, through its’ use in clinical practice, that 
the range of the scale was not being utilised in populations where negative evaluations 
of others might be expected. Specifically this relates to the expression of negative self 
other beliefs that are thought to be associated with anger, if one accepts this as one of 
the cognitive- emotional links central to beliefs (Chadwick, 2002; 2003; personal 
communication). Recently Chadwick and Dagnan; personal communication, 2002;
2003) have postulated that the EBS S/0 scales may be too extreme, and therefore they 
have revised and ‘softened’ the S/0 items of the EBS to address the problem of 
consistently low S/0 mean and to establish whether people make global self/other 
attributions.
The revision of the EBS was dominated by the authors’ experience of extensive use 
of the EBS in clinical practice, which suggested that there was a floor effect for 
endorsements of Self/Other scale items, except in the presence of extreme pathology.
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In the revision of the EBS, the Self/Self subscale has remained unchanged; the 
Other/Self subscale has also remained unchanged. The Self/Other subscale has been 
subjected to subtle changes in wording but it is the authors’ belief that content and 
direction has remained unchanged. For example item 10 has been revised from ‘Other 
people are bad’ to ‘I know some bad people’. The remaining five items of the 
subscale have been similarly ‘softened’ with the addition of ‘some’ intending to 
present the evaluation as less extreme and absolute.
It was the authors’ intention that the revision would eliminate the floor effect, 
however, the primary risk of altering this aspect of the scale is that it may lose 
cognitive specificity (i.e. that discrimination may decrease as sensitivity increases). 
Therefore the revised scale requires piloting to enable tests of concurrent validity, 
reliability and construct validity to be conducted before being able to evaluate it’s 
utility on a clinical population. Thus, assessing the levels of state and trait anger in a 
non clinical-population and comparing scores with the EBS scores should provide an 
indication as to the specificity of the scale and will provide a foundation from which 
to direct future clinical research.
Whilst the Original EBS has been assessed for it’s utility with groups of depressed 
individuals and groups of participants with a diagnosis of paranoia, this has been 
conducted as a stepwise process with the more complex concepts of paranoia being 
researched latterly. The main aim of this research is to examine the psychometric 
properties of the revised scale, by partially replicating the original research, with a 
secondary aim of assessing the hypothesised connection between negative ‘self to
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‘other’ evaluations and anger; combined with constraints imposed by the ethics 
committee which restricted the number of questionnaires that participants could be 
asked to complete, it was decided to limit the variables under investigation and 
therefore associations between paranoia and negative person evaluations were not 
investigated in this project,
4:0 Proposed Research
The main aims of this research are to examine the psychometric properties and 
increased sensitivity of the revised EBS. It is proposed this will be achieved by partial 
replication of the previous research conducted by Chadwick, Trower and Dagnan, 
(1999) by assessing reliability through the use of an item analysis and conducting a 
factor analysis to assess factor structure. Concurrent validity will be assessed through 
investigating whether a connection remains between the Self/Self and Other/Self 
subscales of the revised EBS and anxious and depressive symptomatology, as 
measured by the Hospital Anxiety and Depression Scale (HAD; Zigmund and Snaith, 
1983). Construct validity of the revised self other aspect of the scale will be assessed 
by investigating whether negative self other evaluations correlate with Trait anger as 
measured by the State-Trait Anger Expression Inventory (STAXI; Speilberger, 
Sydman, Owen, and Marsh, 1988).
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4:1 Hypothesises
The specific hypotheses to be tested are:
1(a). The revised EBS will retain internal consistency.
1(b). As with the original scale, two strong factors will emerge following a factor 
analysis.
2. As with the original scale, anxious and depressive symptomatology, as measured 
by the HADS will be associated with EBS scores for negative evaluations of the 
Self/Self and Other/Self.
3. There will be a positive correlation between high ‘trait’ anger scores as assessed by 
the STAXI, and the EBS Self Other subscale.
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5:0 Method 
5:1 Design
This was a non-experimental study, which aimed to examine the psychometric 
properties of the revised EBS scale through assessing the internal consistency and 
construct validity of the measure by replicating the methodology used by the scales 
authors in their research with the original scale. Between and within group differences 
were assessed with the application of non-parametric statistics, to replicate the EBS 
authors’ method of assessing concurrent validity in the primaiy analysis. A 
correlational design was used to assess the hypothesised connection between negative 
person evaluations and anger. A secondary analysis, also based on a correlational 
design, was used to investigate associations between anxiety and anger and to explore 
concurrent validity further.
5:2 Procedure
Following a discussion with one of the authors of the EBS, and a thorough search of 
literature which generally defined anger as a ‘common emotion’ but not necessarily a 
clinical disorder and acknowledging that individuals outside of a clinical population 
experience levels of anxiety and depression, it was decided that the EBS could be 
usefully piloted on a non clinical student population to establish whether the scale was 
sufficiently robust, valid and reliable to be tested for its utility on a clinical 
population. It was anticipated that a sample of 100 participants in line with 
recommendations made by Stevens, (1996) and Tabachnick and Fiddell, (1996) would 
be sufficient to generate a reliable analysis of the data. A copy of the proposal 
submitted for approval may be seen in appendix 1.
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Approval to continue with the research was granted on the understanding that 
adjustments to the procedure were made, see appendix 2. Confirmation that these 
adjustments would be executed and the subsequent approval, may he found in see 
appendix 3.
Participants were recruited throughout May and the first week of June 2004. The most 
accessible potential participants were identified within the post-graduate population. 
The researcher made a request for participants by approaching members of the school 
either through face-to-face contact, or by leaving questionnaire packs in their 
university mailbox. All individuals approached were issued with an envelope 
containing information sheets explaining the study and instructions as to how to 
complete the questionnaires. Each questionnaire was completed anonymously, as was 
the demographic data requesting age, year of study and gender. In accordance with 
ethical guidelines, consent was assumed by the return of completed questionnaires. 
The information sheets recommended that participants contact the student counselling 
service if participating in the study raised any personal concerns about anxiety, 
depression or anger. Information sheets, instruction sheets and demographic forms 
may be seen in appendix 4.
The rate of completed questionnaires being returned from participants within the 
School of Human Sciences was slow and erratic. As time constraints were a pressing 
issue, the researcher contacted the European School of Health based on the University 
of Surrey campus and was granted permission to approach students within their 
department once an explanatory poster had been distributed (see appendix 5).
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On completion of the data collection questionnaire scores were calculated manually 
and entered into a database designed within an SPSS programme that enabled the 
computation of descriptive and inferential statistics. This programme was selected as 
one of the most commonly used packages in social and medical sciences, as well as 
being one of the most frequently mentioned in statistical textbooks and manual.
5:3 Participants
A total of 200 potential participants were targeted by opportunity from the School of 
Human Sciences and the European School of Health at the university of Surrey and 
issued with questionnaire packs. One hundred and five participants returned 
completed questionnaires. With the exception of the inclusion of one undergraduate, 
participants were all post-graduates studying for higher specialist degrees in 
psychology or health subjects. Seventy-five subjects (71%) were female and thirty 
(29%) were male. Ages ranged from 19 years to 52 years, with a mean age of 30 
years, and a median age of 29 years. Cultural identity or religious denominations were 
not ascertained.
5:4 Measures
5:4:1 State-Trait Ari2er Expression InventorvfSTAXI) (Spielberger. 1988)
The STAXI is a measure of anger that differentiates between state and trait anger, has 
constructs that are considered distinct from hostility and aggression and discriminates 
between anger experience and expression. State anger is described as; a temporary 
emotional state marked by subjective feelings that vary in intensity from mild
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irritation to rage that is in response to an immediate situation/event and is generally 
accompanied by autonomic arousal.
Trait anger is defined as a stable predisposition to perceive a wide range of situations 
as annoying or finstrating, combined with the propensity to respond to such situations 
with more fi*equent angiy reactions. Individuals high in trait anger are thought to 
experience state anger more often and with greater intensity than individuals low in 
trait anger. Anger expression is hypothesised as having three major components; 
anger towards others, the environment or objects (anger out); Anger in, where anger is 
held or suppressed and finally the last component relates to individual differences in 
the extent to which a person attempts to control the expression of anger (Spielberger, 
1988; Fuqua, Leonard, Masters, Smith, Campbell and Fischer, 1991).
The manual describes the STAXI as a measure which, “has 44 items, consisting of 6 
scales and two subscales; state anger, trait anger, angry temperament, angry reaction, 
anger-in, anger out, anger control and anger expression. Individuals rate themselves 
on each item on a four-point scale, which measure either the intensity or the 
frequency of the item under consideration” (Spielberger, 1988, pp.l). Completion of 
the measure is conducted in three parts; part 1 has ten items measuring State anger (S- 
Anger), part 2 also has ten items but measures Trait (T-Anger) temperament and 
reaction, when scored the Trait component is divided into two further subscales 
providing measures of tendencies to express anger with and without provocation (T- 
Anger/T and T-Anger/R). Part 3 consists of 24 items that measure the ‘in’, ‘out’ and 
‘control’ of anger expression, thus providing three measures Ax/In, Ax/Out and 
Ax/Con that enables the calculation of an additional composite score (Ax/Ex) that
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explores the overall frequency of anger expression. Raw scores are transformed into 
percentile ranks and ‘T’ scores. Scores that fall between the 25th and 75th percentile 
are considered within the ‘normal’ range. Scores above the 75^  ^ percentile are 
considered to interfere with optimal functioning, whilst higher scores within the 
‘normal’ range are thought to be a predisposing factor to the development of physical 
or psychological disorders. Scores below the 25^  ^ percentile are hypothesised to 
indicate excessive use of denial and repression that may serve to protect against 
uncomfortable feelings and may represent a general pattern of coping and avoidance. 
Low scores are only thought to have a discriminate value for T-Anger, T-Anger/R, 
Ax/In, Ax/Out, Ax/Con and Ax/Ex as the distribution for S-Anger and T-Anger/T are 
skewed and consequently inhibit discrimination (Spielberger, 1988; Fuqua, Leonard, 
Masters, Smith, Campbell and Fischer, 1991).
Structural analysis of the STAXI using a varimax (orthogonal) rotation has provided 
evidence for structural validity and suggests that it possesses ‘substantial credibility’ 
in relation to its theoretical constructs (Fuqua, Leonard, Masters, Smith, Campbell 
and Fischer, 1991). Coefficient alphas for the State and Trait scales are reported to 
range from .84 to .93, Trait-T coefficient alphas range between, .84 and .89 and the 
Anger-In, Anger-Out and Anger-Control coefficients are reported between .73 and .85 
(Spielberger, 1988; Fuqua, Leonard, Masters, Smith, Campbell and Fischer, 1991). 
Percentiles and ‘T’ scores are calculated for males and females, providing conversion 
tables for three normative samples, adolescents, undergraduates and adult populations. 
The ‘norms’ for the tables have been based on a large sample, (9,000) and are 
considered to be reasonably stable, however, ‘norms’ for female Ax/Con and Ax/Ex 
scores are not available (Spielberger, 1988). Extensive validity studies have been
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conducted obtaining correlations between a range of personality scales and measures 
of hostility. For a detailed account the reader is directed to Spielberger, (1988, pp. 
12). A copy of the STAXI is presented in appendix 6.
5:4:2 The Hospital Anxiety and Depression Scale
The HADS, (Zigmund and Snaith, 1983) is a non-diagnostic, self-administered rating 
scale, which has 14 items, (none of which are cognitive) seven, which assess 
clinically significant levels of depression, and seven, which assess clinically 
significant levels of anxiety. The scale has two alternative cut-offs, greater to or equal 
to 8 or greater than or equal to eleven, which were determined following 
standardisation against a structured diagnostic interview. Scores on each aspect of the 
scale have a range of between 0 and 21, the higher the score the higher the level of 
depression and/or anxiety, individuals are asked to endorse one of 4 statements for 
each question that is most representative of how they have been feeling in the past 
week.
The HADS is reported to possess strong psychometric properties. Mean anxiety and 
depression scores have been reported as 5.44 (range 0 - 9 )  and 3. 02 (range, 0 - 1 5 ) ;  
internal consistency has been assessed with Cronbach’s alpha and is reported as, 0.93 
for anxiety and 0.90 for depression. Concurrent validity has heen assessed by 
comparison with a five point rating scale for anxiety and depression, with the HADS 
subscales of anxiety and depression correlating with an r = 0.54 and r = 0.79 
respectively. A factor structure is reported as confirming construct validity, where two 
independent factors accounted for 53% of the variance and where correlations
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between the two factors was 0.37 for men and 0.55 for women (Johnston, Wright and 
Weinman, 1993; Moorey, Greer, Watson, Gorman, Rowden. Tunmore, Robertson 
and Bliss, 1991; Zigmond and Snaith, 1983). The HADS appears to be a 
psychometrically robust measure that is considered to possess reliability and validity. 
For further information on the validity of the HADS, the reader is directed to a recent 
literature review by Bjelland, Dahl-Alv, Haug and Neckelmann, (2002) which 
examined 747 papers that assessed the validity of the measure A copy of the HADS 
may be seen in appendix 7.
5:4:3 The Evaluative beliefs Scale
The Evaluative Beliefs Scale (Chadwick, Trower and Dagnan, 1996, 1999) is a self- 
report measure, which consists of a series of 18 statements of negative person 
evaluations (defined as ‘stable, global and total condemnations of an entire person’ 
pp. 554). There are three categories, each of which has six major evaluative themes: a 
sense of worthlessness, a sense of unlovability, a sense of weakness, a sense of 
badness, a sense of failure and a sense of inferiority. These are expressed in three 
directions: SelESelf (S/S) -  persons’ own evaluation of self, Other/Self (O/S) -  others 
evaluation of self, SelEOther (S/0) -  persons’ evaluation of others. The individual has 
the option of ticking one of 5 boxes for each question, from agree strongly, agree 
slightly, unsure, disagree slightly and disagree strongly, with 0 being assigned to both 
disagree options, 1 to unsure options and 2 and 3 to agree slightly/strongly 
respectively. Thus the scores for each of the three directions have a possible range of 
0 - 1 8 .  Research on the original scale indicated that the majority of the scores are 
skewed towards a distribution at the bottom range of the scale in line with the
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hypothesis that extreme beliefs are associated with severe emotional disturbance 
(Chadwick, Trower and Dagnan, 1996, 1999). The scale is reported as possessing 
internal reliahility with mean item-total correlations of: S/S, 0.73 (range 0.62 -  0.83; 
O/S, 0.74 (range, 0.68 -  0.80) and S/0, 0.62., (range, 0.54 -  0.68). Cronbach’s alpha 
coefficents were reported as : S/S, 0.90; O/S, 0.92 and S/O, 0.86. A factor analysis 
using an orthogonal Varimax rotation provided a two-factor solution, with one factor 
containing all of the S/S and O/SO items, which accounted for 40.1% of the variance; 
the second factor contained all the items in the S/O subscale and accounted for 17.8% 
of the total variance. Concurrent validity was assessed by comparing EBS scores with 
four independent categories derived from the HADS through the use of Kruskal- 
Wallace nonparametric analysis of variance, followed by a series of pair wise 
comparisons using Mann-Whitney tests; however, caution was urged in their 
interpretation as these post-hoc tests were not considered to be sufficiently 
conservative, however, the authors concluded that the tests of reliability and validity 
conducted to date have been encouraging (Chadwick, Trower and Dagnan 1999).
5:4:4 The Revised EBS
The revision of the EBS was dominated by the authors’ experience of extensive use of 
the EBS in clinical practice, which suggested that there was a floor effect for 
endorsements of SelfrOther scale items, except in the presence of extreme pathology. 
The Self/Self subscale, which contains items 2, 6, 11, 13, 17 andl8 have remained 
unchanged; the Other/Self subscale, which contains items 3, 5, 9, 12, 14 and 16, has 
also remained unchanged. The Self/Other subscale, which contains items 1,4, 7, 8, 10 
and 15, has been subjected subtle changes in wording but it is the authors’ belief that
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content and direction has remained unchanged. For example item 10 has been revised 
from ‘Other people are bad’ to ‘I know some bad people’. The remaining five items of 
the subscale have been similarly ‘softened’ with the addition of ‘some’ intending to 
present the evaluation as less extreme and absolute. It is the authors’ intention that the 
revision will eliminate the floor effect, however, they also acknowledge the risk that 
the SelfrOther subscale may loose specificity as a result of the modifications. A copy 
of the original EBS and revised EBS may be seen in appendix 8.
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6:0 Results
The results section has aimed to examine each hypothesis, in the order presented in 
the introduction and to partially replicate the order and content of information 
presented in the Chadwick, Birchwood and Trower’s (1999) paper examining the 
original scale. Section 6:1 explores the extent to which clinically significant levels of 
anxious and depressive pathology, as determined by the HADS, were evident within 
the sample, with the use of descriptive statistics.
In order to assess construct validity, the reliability of the EBS was examined by 
exploring the internal consistency of the scale through the application of an item 
analysis followed by a principle components factor analysis. Both are presented in 
section 6:2 and aimed to examine hypotheses la  and lb. Descriptive statistics relating 
to participants endorsements of the EBS are reported in section 6:3 where an 
exploration of the effects of gender on EBS responses are also described.
Hypothesis 2 was explored in section 6:4 by assessing concurrent validity through 
replicating the method used in the Chadwick, Birchwood and Trower’s (1996; 1999) 
research, by examining the extent to which the EBS “showed an association with the 
presence or absence of symptomatology of depression, anxiety or both” as defined by 
the HADS (Chadwick, Birchwood and Trower’s, pp 556). The theoretical connection 
between negative SelEOther evaluations and anger, proposed in hypothesis 3 was 
examined with the application of a series of non-parametric and parametric 
correlations and has been reported in section 6:5.
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Whilst attempting to replicate the analysis conducted by Chadwick, Birchwood and 
Trower, (1999) the author of the current research noted what appeared to be 
methodological flaws in their research, specifically relating to their claims of 
‘association’ between the HADS and the BBS determined by the application of 
Kruskal-Wallace and Mann-Whitney tests, which are generally described as tests of 
between group difference (Pallant, 2001). In order to satisfy the claim of ‘association’ 
a secondary analysis in which parametric correlations were used to assess the 
connection between the HADS and the BBS was conducted and has been reported in 
section 7:1.
A further investigation was conducted to assess the connection between anger and 
anxiety and depression as defined by the STAXI and the HADS. Descriptive statistics 
and correlations were used to examine the associations the results of which were 
presented in sections 8:land 8:2. These results suggested an effect of anxiety on the 
association between negative person evaluations and anger. Finally, Partial 
correlations were conducted to control for anxiety and to assess whether this variable 
affected the significance of the associations observed previously between BBS scores 
and STAXI scores, statistics have been presented in section 8:3.
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Primary Analysis 6:0:1 
6:1 Depression and Anxiety
In order to determine clinically significant levels of depression and anxiety within the 
population, the lower HADS cut off scores of equal to or greater than 8 were applied. 
The distribution of scores across the four independent categories derived from the 
HADS as defined in the original research may be seen in table la.
T able l a  - D istribution  o f  H A D S Scores
Depressed
Only
No
Pathology
Anxious
Only
Depressed and 
Anxious
Total
Frequency 1 70 28 6 105
Percent 1% 66.7% 26.7% 5.7% 100%
Participants consisted of 75 females and 30 males; distributions of the scores across 
the four independent categories were explored by gender and may be seen in table lb.
T ab le lb  - D istribution  o f  H A D S Scores A cross M ales and Fem ales
Females Depressed
Only
No
Pathology
Anxious
Only
Depressed and 
Anxious
Total
Frequency 1 50 19 5 75
Percent 1.3% 66.7% 25.3% 6.7% 100%
Males Depressed
Only
No
Pathology
Anxious
Only
Depressed and 
Anxious
Total
Frequency 0 20 9 1 30
Percent 0 66.7% 30% 3.3% 100%
Table lb illustrates that an equal percentage of males and females did not express any 
clinical levels of anxious or depressive symptomatology, a greater percentage of 
males reported levels of clinical anxiety compared to females, there were no males in 
the depressed only group and a greater percentage of females exhibited clinical levels
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of anxiety and depression combined. The median scores, standard deviation and range 
for all of the HADS variables for the total population may be seen in table 2a. Table 
2b explores the effect on median scores, standard deviation and range of HADS 
scores when split by gender.
T able 2a
T otal Population: H A D S M edian  Scores, S tandard D eviation  and R ange
HADS Total Anxiety HADS Total Depression
N 105 105
Median Scores 6 2
Std. Deviation 3.2 2.6
Range 0 - 1 5 0 - 1 4
T able 2b
H A D S M edian  Scores, S tandard D eviation  and R ange by G ender
Gender HADS Total 
Anxiety
HADS Total Depression
Female N 75 75
Median 6 1
Std. Deviation 3.36 2.75
Range 15 14
Male N 30 30
Median 6 2.5
Std. Deviation 2.98 2.27
Range 0 - 1 1 0 - 9
Descriptive statistics did not suggest any differences between the median scores for 
anxiety for males and females; the median scores for depression were higher for 
males than for females although the range of anxious and depressive scores for 
females was greater than for males.
To adhere as closely as possible to replicating the original research a Pearson’s 
product-moment correlation was conducted between the total HADS anxiety and
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depression scores; a moderate positive correlation was found (r = .483, n = 105, p< 
0.01). This compared favourably to the Pearson’s r = 0.51 correlation presented by 
Chadwick, Trower and Dagnan (1999) in their findings.
6:2 The Evaluative Beliefs Scale -  Internal Consistency
6:2:1 Item Analysis
An item analysis was conducted for each item in each subscale of the BBS. According 
to the Chadwick, Birchwood and Trower’s (1996; 1999) results, the original BBS 
possessed strong internal consistency with Cronbach’s alpha coefficients reported as: 
self/self, 0.90; other/self, 0.92 and selfiother, 0.86. In the present study the 
Cronbach’s alpha coefficients were found to be 0.85 for the Self/Self subscale, 0.77 
for the Other/Self subscale and for the selfiother subscale, 0.68.
The Cronbach’s alpha coefficient for the Self/Other subscale was below the 
recommended Cronbach’s alpha coefficient of 0.7 (Kline, 1986; Pallant, 2001). 
Recommendations fi*om (Pallant, 2001) suggest removing any Corrected Item-Total 
Correlations less than .3 if Cronbach’s Alpha is less than .7. However, she also notes 
that low alpha values are common with scales less than ten items as Cronbach’s Alpha 
is particularly sensitive to short scales. Bach BBS subscale contains only 6 items, 
therefore in line with Pallant’s (2001) suggestion that in such cases it may be more 
appropriate to report the inter-item correlation mean, and in accordance with 
recommendations that an optimal range for an inter-item correlation is .2 to .4, 
(Briggs and Cheek, 1986) this direction was explored. As the Cronbach’s alpha 
coefficient for the Self/Self and Other/Self subscales was above the recommended
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cut-off of .7, only the inter-item correlation mean for the SelfrOther subscale has been 
reported. This fell within the optimal range at 2.8, in addition none of the Corrected 
Item-Total Correlations were less than .3; combined these statistics did not suggest 
that the Self/Other subscale would substantially benefit from the removal of any 
individual items. A second condition to be satisfied if items are to be retained is 
suggested by Kline, (1986) who proposed that a ‘keyed’ response (an assenting 
response scoring 1, 2 or 3) should account for 20% - 80% of responses. A close 
examination of the frequency of responses to each item revealed that only two items 
satisfied these criteria, question 8, “Some people I know are totally weak and 
helpless” achieved a 21% affirmative response rate and question 10 “I know some bad 
people” which achieved a 33% affirmative response rate. All other items received less 
than a 20% confirmatory response. However, the original paper by the scale’s authors 
argues that low levels of endorsement are not a ‘floor effect’ but rather reflect the 
absence of extreme pathology and is therefore not unusual, this is supported by 
Pallant (2001) who stated that extreme scores resulting in positive or negative skews 
in clinical scales often reflect the nature of the construct being measured. Therefore it 
was considered appropriate to conclude that internal consistency could be further 
usefully explored without any modification of the scale.
6:2:2 Factor Analysis
Inter correlations among the items were greater than .3 and therefore suggested the 
scale met the criteria for a factor analysis. The Kaiser-Meyer-Oklin Measure of 
Sampling Adequacy (KMO) produced a value of .772, which exceeded the minimal 
recommended value of .6 or above (Kaiser, 1970; 1974; Pallant, 2001). The Bartlett’s
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Test of Sphericity was significant (p = .000) and therefore it was considered 
appropriate to proceed with a factor analysis (Bartlett, 1954; Pallant, 2001).
A principle components analysis indicated the presence of 4 components exceeding 
eigen values greater than 1 explaining 37%, 13%, 7% and 6% of the variance 
respectively. An examination of the screeplot highlighted a clear break after the 
second component, see chart 1.
Chart 1
Scx'ee F lo t of F S S  Ooxnponents/IPoctoi's
1 2 3 7 &4 G 9 10 11 12 13 14 IS 1G 17 18
EB8 Coiripon.ent/Factoi' Wumltex'
In line with Pallant's (2001) and Tabachnick and Fidell’s (2001) recommendations of 
adhering to Catell’s (1966) scree test, two components were retained. To assist with 
interpretation and in order to replicate the original research an orthogonal Varimax 
rotation was conducted.
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The rotated solution which may be seen in table 3, was suggestive of ‘simple 
structure’, (Thurstone, 1947 Cited in Pallant, 2001) both components appeared to 
have robust loadings. (See appendix 9 for the unrotated solution).
Table 3 
Rotated Factor Solution
EBS Individual 
Scale Ite ms
EBS
Subscale
Factor 1
(SelftSelf and 
Other/Self Scale 
Items)
Factor 2:
(SelftOther 
Scale Items)
EBS Question 18 S/S .880
EBS Question 2 S/S .873
EBS Question 14 0/s .844
EBS Question 13 s/s .766
EBS Question 11 s/s .765
EBS Question 12 0/s .741
EBS Question 17 s/s .709
EBS Question 3 0/s .694
EBS Question 9 0/s .682
EBS Question 6 s/s .653
EBS Question 5 0/s .503
EBS Questionl 16 0/s .497
EBS Question 8 s/0 .712
EBS Question 1 s/0 .697
EBS Question 15 s/0 .636
EBS Question 7 s/0 .602
EBS Question 10 s/0 .572
EBS Question 4 
Percentage of
s/0 .516
Variance
Explained
35.6% 14.1%
***Only solutions above .3 are displayed.
The two-factor solution accounted for 49.7% of the total variance, with Component 1 
providing 35.6% and Component 2 providing 14.1%. The analysis of the two 
components was in accordance with Chadwick, Birchwood and Trower’s (1996; 
1999) original findings, which also reported two components, where Component 1 
contained all the items from the selftself and other/self subscales and Component 2 
contained all the items from the self/other subscale. The variance reported in this 
study was lower than Chadwick, Birchwood and Trower’s (1996; 1999) statistics, 
which were reported with Component 1 accounting for 40.1% of the variance and
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Component 2 accounting for 17.8%. However, the outcome of the current research 
supported their findings and upheld other claims of conceptual connectedness 
between Self/Self and Other/Self evaluations, (Wessler and Wessler, 1980; Trower, 
Casey and Dryden, 1988) whereas the items relating to the Self/Other subscale of the 
EBS were all contained in a second factor suggesting that this aspect might measure 
different cognitive functions, as originally proposed by the scale’s developers 
(Chadwick, Trower and Dagnan, 1996; 1999).
6:3 Endorsement of the EBS Scale including Effects of Gender on EBS 
Responses
The median, standard deviation and range for all of the EBS subscale scores for the 
total population may be seen in table 4a.
T able 4a
T otal Population: E B S M edian  Scores, Standard D eviation  and R ange
Total EBS 
Self/Self Scores
Total EBS 
Other/Self 
Scores
Total EBS 
Selfi'Other 
Scores
N 105 105 105
Median .00 .00 1.00
Std. Deviation 1.87 2.27 2.82
Range 1 - 1 7 1 - 1 8 1- 1 3
As may be seen in table 4a, the median scores for the SelfrSelf and Other/Self 
subscales clustered towards the bottom end of the scale, 88% of participants scored 0 
for the Self-Self scale; 62% of participants scored 0 for the Other-Self scale, by 
comparison, 42% of participants scored 0 for the Self-Other scale. The median scores 
for all the EBS subscales obtained in this research were in complete contrast to those 
obtained by Chadwick, Trower and Dagnan (1996; 1999). They reported a median
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score of 4 and 5 respectively for the Self/Self, Other/Self subscales and a median 
score of 0 for the Self/Other subscale in their original research.
Median scores, standard deviation and range of EBS subscale scores were further 
explored by gender and may be seen in table 4b.
T ab le 4b
T ota l Population: E B S M edian  Scores, S tandard D eviation  and R ange
Gender Total
EBS
Self/Self
Scores
Total
EBS
Other/Self
Scores
Total
EBS
Self/Other
Scores
Female N 75 75 75
Median .00 .00 1.00
Std. Deviation 2.06 2.37 2.76
Range 1 - 1 7 1 - 18 1 - 1 3
Male N 30 30 30
Median .00 .50 2.00
Std. Deviation 1.32 1.96 2.99
Range 1-7 1 - 6 1- 11
Males obtained higher median scores for the Other/Self and Self/Other, although the 
range of scores was less than those used by females.
There appeared to be an effect of gender for affirmative responses to the SelfrOther 
subscale, therefore individual items of the subscale was further explored with the use 
of additional descriptive statistics. Overall participants showed the greatest 
endorsement for item 10 “I know some bad people”, followed by items 1 and 8 
respectively, “Some people I know are worthless”; “Some people I know are totally 
weak and helpless”. Males showed a tendency to rate their endorsements higher on all 
aspects of the SelEOther scale compared to females, with the exception of item 7, 
“Some people I know are total failures” which received greater female endorsement.
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The variance between males and females for endorsement of individual Self/Other 
items may be seen in figure 2.
F igure 2
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The individual item analysis reported earlier did not reveal any extreme items, 
questions 1, 8 and 10 achieved Corrected Item-Total Correlations of .53, .54 and .38 
respectively and consequently did not meet the criteria for removal, in addition, two 
of the three questions (8 and 10) met Kline’s (1986) ‘keyed’ response criteria, 
(although this was not a condition selected to be satisfied) therefore it was difficult to 
ascribe a meaning to the latter findings other than as a possible effect of the 
population characteristics, for which an explanation has been offered in the 
discussion.
As the descriptive statistics continued to suggest an effect of gender, a non-parametric 
Mann-Whitney U Test (selected because the data was skewed and group sizes were 
unequal) was used to assess whether there were significant differences between male
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and female scores of the EBS subscale. No statistically significant differences were 
found for gender. The probability value (p) was greater than p = 0.05 for each of the 
subscales (S/S, p = 0.78; O/S, p = 0.60; S/0, p = 0.54).
6:4 The Evaluative Beliefs Scale - Concurrent Validity 
Testins the Connections Between the HADS and the EBS
In order to adhere as closely a possible to replicating the original study, a Kruskal- 
Wallis non-parametric test was used to investigate the degree to which the EBS 
showed an association with the presence or absence of depression, anxiety or both. As 
with the previous study a non-parametric test was selected because of the distribution 
of the scores on the EBS subscales (which were all positively skewed as anticipated) 
and because of unequal group sizes. The four independent categories derived fi*om 
the HADS were used as factors as they were in the original study: no pathology, 
anxiety only, depression only and anxious and depressive symptoms. Two significant 
results were evident; the EBS SelfiSelf and the HADS independent categories 
produced a Chi-Square value of 18.8, (df, 3, p> 0.01) and the EBS Other/Self and the 
HADS independent categories produced a Chi-Square value of 8.6, (df = 3, p> 0.05). 
Once significant differences were identified a series of pairwise comparisons using 
Mann-Whitney tests were conducted to ascertain where the significant differences lay 
and to model the results reported by Chadwick, Trower and Dagnan (1996; 1999)
Significant differences occurred between the anxiety only group and the no pathology 
group for both the Self/Self (Mann Whitney U = 765.0; df = 97, p = 0.001; p< 0.01) 
and Other/Self (Mann Whitney U = 700.5; df = 97, p = 0.011; p< 0.05) scores and a
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significant difference was found between the depression and anxiety group combined 
and the no pathology group for Self/Self scores only (Mann Whitney U = 111.5; d f= 
75, p = 0.000; p< 0.01). No other significant results were found. These results only 
partially replicated the results reported by Chadwick, Trower and Dagnan, (1996; 
1999) in their results the depressed only and the depressed and anxious group 
combined, differed fi*om the anxious only and no pathology group on scores firom the 
SelfiSelf items. They also found that the combined anxious and depressed group 
differed fi*om both the anxious only and the no pathology group and the anxious only 
group and depressed only group differed from the no pathology group on Other/Self 
items. However, the scale’s authors’ noted that the use of Mann-Whitney tests as 
post-hoc analysis were not conservative and should therefore be treated with caution. 
The author of this research noted that the authors of the original research discuss 
levels of ‘association’ in their publication yet the analyses used were tests of 
comparison and tests of difference. In order to assess the strength of the association 
between the EBS and HADS scores a series of Pearson’ s Product moment 
correlations were conducted and these have been reported in the secondary analysis 
section.
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6:5 The EBS and Anger
festins the Association Between The EBS and the STAXI
The final hypothesis to be tested examined the theoretical links between negative 
person evaluations and trait anger. It was proposed, in line with suggestions made by 
the EBS authors’ that “participants who have high ‘trait’ anger scores as assessed by 
the STAXI, would make more negative Self/Other evaluations than those with low 
trait scores”.
The clinically interpretive scores of the STAXI are determined by percentiles, 
therefore a series of non-parametric Spearman’s Rank Order Correlations were 
conducted because the STAXI scores are ranked. However, ‘t’ scores are also 
produced, as part of the process of calculating the subscale scores, consequently it 
was also possible to conduct a series of parametric Pearson’s product-moment 
correlations; using ‘t ’ scores enabled the scores from the STAXI to be treated as 
continuous variables.
The results of the correlations were not as predicted and the hypothesis was not 
supported. Correlations were evident between all subscales of the EBS and the Trait 
anger subscale of the STAXI, with Trait anger and SelfrSelf scores achieving a 
marginally higher correlation than the other two subscales. In table 5a the results of 
the Spearman’s correlations are presented between the scores of all the EBS subscales 
and the scores of the all STAXI subscales. When the more robust parametric 
Pearson’s product-moment correlations were conducted between all of the subscales 
of the EBS and the ‘t’ scores for all of the subscales of the STAXI the overall results
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were little different; correlations were evident between all subscales of the EBS and 
the Trait anger subscale of the STAXI, although Trait anger and Self/Other scores 
achieved a marginally higher correlation than the other two subscales. These results 
are presented in table 5b.
Table 5a
Spearman’s Rank Order Correlations; Percentile STAXI Scores and EBS Subscales
**Sig to 0.01 Level; * Sig. 0.05 level (2 Tailed)
STAXI
Subscales
EBS SeliySelf 
Scores
EBS O ther/Self 
Scores
EBS Self/ Other 
Scores
State Anger Correlation
Coefficient
.295** .448** .329**
Level o f  Sig. 0.002 0.000 0.001
Trait Anger Correlation
Coefficient
.260** .193* .256**
Level o f  Sig. 0.007 0.049 0.008
T-Anger/T Correlation
Coefficient
.220* .052 .157
Level o f  Sig. 0.024 0.600 0.110
T-Anger/R Correlation
Coefficient
.117 .144 .230*
Level o f  Sig. 0.233 0.144 0.018
Ax/In Correlation
Coefficient
.253* .457** .216*
Level o f  Sig. 0.009 0.000 0.027
Ax/Out Correlation
Coefficient
.209* .096 .130
Level o f  Sig. 0.033 0.332 0.187
Table 5b
Pearson’s Correlations; Percentile STAXI Scores and EBS Snbscales 
**Sig to 0.01 Level; * Sig. 0.05 level (2 Tailed)
STAXI
Subscales
EBS SeU/Self 
Scores
EBS O ther/Self 
Scores
EBS Self/O ther  
Scores
State Anger Correlation
Coefficient
.241* .350** .345**
Level o f  Sig. 0.03 0.000 0.000
Trait Anger Correlation
Coefficient
.211* .230* .319
Level o f  Sig. 0.031 0.018 0.001
T-Anger/T Correlation
Coefficient
.216* .176 .195*
Level o f  Sig. 0.027 0.073 0.046
T-Anger/R Correlation
Coefficient
.071 .133 .291**
Level o f  Sig. 0.469 0.177 0.003
Ax/In Correlation
Coefficient
.169 .320** .083
Level o f  Sig. 0.084 0.001 0.402
Ax/Out Correlation
Coefficient
.112 .090 .117
Level o f  Sig. 0.256 0.360 0.234
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The range of correlations that emerged were not anticipated and suggested that there 
might be other conceptual links between negative person evaluations and different 
presentations of anger. Consequently it was considered appropriate to conduct 
additional exploratory analyses that may help to identify where these connections 
might occur. These investigations may be located in the secondary analyses section.
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7:0 Secondary Analyses (I)
7:1 festins Associations Between The EBS and the HADS
In order to assess whether there was an association between the HADS and negative 
person evaluations and to extend the investigations of internal consistency, Pearson 
product-moment correlations (selected because both scales are continuous variable) 
were conducted between the total HADS anxiety and depression scores and each 
subscale of the EBS. There was a significant positive correlation between EBS 
SelfiSelf scores and HADS anxiety and depression scores; (r = .275 n = 105, p< 0.01; 
r = .395, p< 0.01). There was a significant positive correlation between EBS 
Other/Self scores and HADS anxiety and depression scores; (r = .321 n = 105, p< 
0.01; r = 346, n = 105, p< 0.01). These results clearly demonstrate that as anxiety and 
depression scores increased, negative Self/Self and Other/Self scores also increased. 
A weak correlation was observed between EBS Self/Other and depression (r = .227, n 
= 105, p< 0.05) this is illustrated in the scatter plot in figure three, which suggests an 
erratic spread scores of where the influence of outliers may be responsible for the 
association. However, because the scale’s authors have suggested other conceptual 
connections between Self/Other evaluations and depression elsewhere, (Chadwick, 
Birchwood and Trower, 1996) these were not removed and an explanation is 
attempted in the discussion.
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Figure 3
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The analysis was repeated using only participants whose HADS scores were equal to 
or above the HADS cut-off for clinical levels of anxiety and depression. No 
significant associations were found, however lack of significant associations might 
not be meaningful owing to the small ‘n’ contained within the clinically significant 
anxious and depressed groups.
8:0 Secondary/Exploratory Analyses (H)
8:IDistrihutions ofAnser. Anxiety and Depression within the Sample 
In order to determine clinically significant levels of anger within the sample, as 
defined by the STAXI manual, the cut-off scores below the 25^  ^ and above the 75^  ^
percentile on the STAXI scales were applied. Once the percentage of clinical anger 
had been determined, these scores were then screened to ascertain the percentage of 
participants within this population who also reported clinical levels of anxiety, 
depression or clinical anxiety and depression combined. Descriptive statistics are 
presented in table 6.
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T ab le 6
P ercentage o f  P opulation  w ith  C lin ically  S ignificant L evels o f  A nger
Percentage o f  
Total 
Participants 
Scoring 
Within 
Significant 
Anger Ranges
Median 
Scores Above 
75*'' Percentile 
& Below 25*'' 
Percentile
Percentage 
.Population 
Scoring 
Above 75*" 
Percentile & 
Below 25*" 
Percentile 
for HADS 
Clinical 
Anxiety
Percentage 
o f  Population 
Scoring 
Above 75*" 
Percentile & 
Below 25*" 
Percentile 
for HADS  
Clinical 
Depression
Percentage o f
Population 
Scoring Above 
75*" Percentile 
& Below 25*" 
Percentile for 
HADS Clinical 
Depr. & Anx.
Combined
STAXI Scales >75*''
%
<25“*
%
>75*''
%
<25*"
%
>75*"
%
<25*"
%
>75*"
%
<25*"
%
>75*"
%
<25*"
%
State
Anger
23.8% N/A 87 N/A 40% N/A N/A N/A 20% N/A
Trait
Anger
19% 29..5
%
83.5 9 50% 6.5% N/A N/A 10% 6.5%
T/Ang-T 26.7% N/A 87 N/A 35.7
%
N/A N/A N/A 14.3% N/A
T/Ang-R 18.1% 24.8
%
87 10 63.2
%
11.5
%
N/A N/A 3.8% N/A
Ax/In 37.1% 15.2
%
89 16 41% N/A N/A N/A 5.1% N/A
Ax/Out 21.9% 21% 90 17.5 26.1
%
18.2
%
N/A N/A 11% N/A
The descriptive statistics are suggestive of high levels of anxiety being strongly 
associated with clinical levels of anger. In order to assess whether there were 
statistically significant associations between STAXI subscale percentile scores and 
HADS scores, a series of non-parametric Spearman’s Rank Order Correlations were 
conducted and may be seen in table 7.
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Table 7
Spearman’s Rank Order Correlations; HADS and STAXI Subscales
**Sig to 0.01 Level; * Sig. 0.05 level (2 Tailed)
STAXI
Subscales
HADS
Depression
HADS Anxiety
State Anger Correlation
Coefficient
.441** .300**
Level o f  Sig. 0.000 0.002
Trait Anger Correlation
Coefficient
.303** .353**
Level o f  Sig. 0.002 0.000
T-Anger/T Correlation
Coefficient
.132 .193*
Level o f  Sig. 0.178 0.049
T-Anger/R Correlation
Coefficient
.309** .426**
Level o f  Sig. 0.001 0.000
Ax/In Correlation
Coefficient
.410** .406**
Level o f  Sig. 0.000 0.000
Ax/Out Correlation
Coefficient
.259** .120
Level o f  Sig. 0.008 0.225
The results of the analysis indicated there was a significant association between 
anxiety and depression and the majority of the subscales of anger. The analysis was 
repeated using the STAXI ‘f  scores to enable the application of the more robust 
Pearson’s parametric correlation, the results of which are shown in table 8.
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Table 8
Pearson’s Correlations; HADS and STAXI Subscales
**Sig to 0.01 Level; * Sig. 0.05 level (2 Tailed)
STAXI
Subscales
HADS
Depression
HADS Anxiety
State Anger Correlation
Coefficient
.458** .355**
Level o f  Sig. 0.000 0.000
Trait Anger Correlation
Coefficient
.240* .372**
Level o f  Sig. 0.014 0.000
T-Anger/T Correlation
Coefficient
.218* .264**
Level o f  Sig. 0.026 0.006
T-Anger/R Correlation
Coefficient
.146 .368**
Level o f  Sig. 0.139 0.000
Ax/In Correlation
Coefficient
.273** .343**
Level o f  Sig. 0.005 0.000
Ax/Out Correlation
Coefficient
.215* .143
Level o f  Sig. 0.028 0.146
-The results -showed-similar,-although less -robust correlationsralthoughThere was no 
association between T/Anger-R scores and depression. The associations were not 
unsurprising as the connection between anxiety, stress and anger is well documented 
(Spiellberger, 1988). Further, this association may go some way to explaining the 
unexpected associations between all of the subscales of the EBS and Trait anger, 
explicitly, negative Self/Other appeared be related to anger as predicted, however, the 
relationship did not appear unique. These results suggested that anxiety and anger are 
co-morbid, thus potentially explaining the supplementary associations between 
SelESelf and Other/Self evaluations with anger.
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8:2 Anxiety as a Confounding Variable
In order to explore this relationship further, the cut off scores for clinically 
meaningful levels of anger (75* percentile and above and 25* percentile and below) 
were applied and the association between clinical levels of HADS scores was tested 
with the a series of non-parametric Spearman’s Rank Order Correlations. No 
significant associations were found between clinical levels of anxious or depressed 
symptomatology and any of the STAXI subscales, either above the 75* percentile or 
below the 25* percentile. However, as an exploratory analysis (reported earlier) also 
failed to find any associations between clinical HADS scores and the EBS subscales, 
these results may also have been adversely affected by the low ‘n’ for clinical HADS 
scores.
This analysis was repeated between significant STAXI scores and the EBS subscales. 
Two significant correlations emerged; there was a strong negative association 
between Other/Self and Ax/Out scores above the 75* percentile, (r = - .525, n = 23, 
p< 0.05). It appeared that as Ax/Out scores increased negative Other/Self evaluations 
decreased this would seem to suggest that participants who regularly expressed anger 
either verbally, physically or both were less likely to perceive ‘others’ as evaluating 
them negatively. The second correlation finally provided a ‘pure’ association between 
Trait anger and negative Self/Other evaluations, it appeared that as Trait anger scores 
increased, so negative evaluations of others increased. It is possible that this 
phenomenon occurred as participants in this sample expressed low levels of anxiety as 
previously illustrated in table 7, thus negative Self/Other evaluations were not
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confounded by the negative SelfiSelf and Other/Self evaluations generally associated 
with anxiety and/or depression.
8:3Partial Correlations
As a final analysis to determine whether anxiety significantly affected the relationship 
between Trait anger scores, as measured by the STAXI subscales and negative person 
evaluations as measured by the EBS subscales, partial correlations were used to assess 
the relationship between ‘f  scores of the Trait anger subscale and EBS subscale 
scores whilst controlling for scores on the HADS anxiety scale. A illustrated 
previously in table 6b (Sect. 6:4) positive correlations were found between Trait anger 
‘f  scores and all subscales of the EBS; SelESelf, (r = .211, n = 105, p< 0.05) 
Other/Self, (r = .230, n = 105, p< 0.05) Self/Other (r = .319, n = 105, p< 0.01). An 
examination of the zero order correlations; r = .122, n = 105, p> 0.05; r = .126, n -  
105, p> 0.05 and r = .315, n = 105, p< 0.01 respectively, suggested that controlling 
for anxiety had significant effect on the strength of the relationship between negative 
SelESelf and Other/Self evaluations but not SelEOther evaluations and Trait anger.
8:4 Standard Multiple Regression
The results of the partial correlations generated two further questions: 1) How much 
variance in the SelfiOther subscale of the EBS can be explained by Trait Amger, and 
Anxiety and Depression as measured by HADS and STAXI Trait Anger scores? 2) 
Which are the best predictors of negative Self/Other evaluations? These questions 
were explored by conducting a Standard Multiple Regression where SelfiOther 
evolutions were defined as the Dependant Variable and STAXI Trait Anger ‘t’ scores 
and HADS anxiety and depression scores were defined as independent variables.
© Julia Helen Macleod 2004 3 04
Volume I ____________________________________   Research
Standard Multiple Regression was selected because it enables the evaluation of each 
independent variable for its predictive power over and above all other independent 
variables, and determines how much variance in a dependant variable they are able to 
explain as a group as well as how much unique variance can be explained by one or 
more of the independent variables (Pallant, 2001).
All of the independent variables showed some relationship with the dependant 
variable, however only one correlation was above the recommended .3 (Pallant, 
2001). The correlation above .3 which emerged was consistent with earlier results; 
there was a positive correlation between the EBS SelfiOther subscale and Trait Anger. 
When the ‘collinearity diagnostics’ produced by the SPSS analysis were examined 
none of the ‘Tolerance’ values were close to zero, therefore assumptions were not 
violated and the possibility of multi-collinearity was eliminated (Pallant, 2001). The 
P-Plot of Regression Standardised Residual did not suggest any significant deviation 
from normality. Examination of the scatter plot of residuals indicated that only one 
case appeared to have a standardised residual of >3.3, none appeared to have a 
standardised residual of < -3.3, which are the recommended cut-offs according to 
Tabachnick and Fiddell, (1996). In line with their recommendations it was decided 
that the sample size was sufficiently large to accommodate the presence of a single 
outlier without adversely affecting the results, therefore no further action was taken.
When the R Square value of negative SelEOther evaluations was examined a value of 
.142 was observed, indicating that the model explained 14.2% of the variance. 
Inspection of the ANOVA statistic, which tested the null hypothesis that multiple R in
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this population equalled zero, showed that this model reached statistical significance, 
(Sig. = .001, p< .005). Examination of the beta value provided one highly significant 
result: a standardised coefficient of .323 (p = 0.002; p< 0.005) for Trait Anger scores 
and a marginally significant result for HADS depression scores with a standardised 
coefficient of .225 (p = 0.036; p< 0.05). Thus comparison of the contribution of each 
independent variable indicated that Trait Anger made the strongest unique 
contribution to predicting negative Self/Other evaluations, however, depression also 
made a marginal but statistically significant contribution to predicting negative 
SelEOther evaluations.
8:5 Summary of Results
The results for the first two hypotheses were favourably comparable with the results 
obtained in the analysis of the original EBS conducted by the scale’s authors. 
Differences might be explained by the use of a non-clinical population in this study 
and the smaller sample size. The third hypothesis was not supported initially. 
However, when partial correlations were conducted and the confounding effects of 
anxiety were eliminated, there was a clear association between negative Self/Self and 
Other/Self evaluations but not SelEOther evaluations and Trait anger. The exploratory 
analysis may have served to highlight the lack of conceptual clarity relating to anger 
constructs, the combined effect of anxiety and the association between negative 
person evaluations. Interpretations of the results have been explored and 
recommendations for future research have been made in the discussion.
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9:0 Discussion
In a partial replication of previous research, the aim of this study was to assess the 
psychometric strength of the revised EBS and to replicate the exploration of certain 
predictions derived from cognitive models of anxiety and depression and assess the 
connection between negative Self/Self and Other/Self person evaluations. A 
secondary aim was to confirm a hypothesised connection between negative SelfrOther 
person evaluations and Trait anger.
A review of the analyses will begin in section 9:1 with an interpretation the results of 
the primary analysis in order of the presentation of the hypotheses proposed in this 
research and in partial replication of the presentation of results in the Chadwick, 
Trower and Dryden (1999) paper. Section 10:0 will offer interpretations for the 
secondary analysis. An evaluation and critique of this research will be offered in 
section 11:0. Finally recommendations for further research and conclusions will be 
made in section 12:0.
9:1 Primary Analysis
9:1:0 HADS Descriptive Statistics
The distribution of scores across the four independent categories derived from the 
HADS as defined in the original research by Chadwick, Trower and Dagnan, (1999) 
were examined. Levels of anxiety and anxiety and depression combined were higher 
than anticipated for this non-clinical population. However scores observed in the 
present study may have reflected certain characteristics of this population in relation 
to the pressures of being engaged in the study of a higher degree. Recent research
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assessing undergraduate students, has suggested that cognitions related to 
perfectionism are associated with anxiety, anxiety and depression combined and fears 
of dyscontrol (Flett, Greene and Hewett, 2004).
A correlation between HADS anxiety scores and HADS depression scores compared 
favourably to the correlation presented by Chadwick, Trower and Dagnan (1999) in 
their findings. Gender differences for HADS scores were observed; a greater 
percentage of males reported levels of clinical anxiety compared to females, whereas 
a greater percentage of females exhibited clinical levels of anxiety and depression 
combined. This may have represented differences in the experience of anxiety or 
simply differences in reporting.
9:1:1 Hypothesis 1(a)
“ The revised EBS will retain internal consistency 
Item analysis
When an item analysis was conducted for each item in each subscale of the EBS, the 
Cronbach’s alpha coefficient for the Self/Self and Other/Self subscales were within 
the recommended range. However, The Cronbach’s alpha coefficient for the 
SelEOther subscale was marginally below (0.68) the recommended ‘acceptable’ 
Cronbach’s alpha coefficient of 0.7. An inspection of the Corrected Item-Total 
Correlations and inter-item correlation means for the SelEOther subscale suggested 
that the Selfi'Other subscale would not substantially benefit from the removal of any 
individual items. The final decision to accept the lower alpha was based on an 
evaluation of recommendations relating to clinical scales, by Briggs and Cheek,
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(1986) and Pallant (2001). Although the alpha’s did not attain the same level of 
significance reported by Chadwick, Trower and Dagnan, (1999) account was taken 
that this research was conducted on a smaller non-clinical sample, therefore, they 
were considered sufficiently robust to accept the hypothesis. This decision is 
supported in a review of recent studies by Field, (2000) who suggested that alpha 
coefficients of 0.6 and above are suitable for sample sizes of 100 and below.
9:1:2 Hypothesis 1(b)
” As with the original scale, two strong factors will emerge following a factor
analysis
Factor Analysis
The outcome of the current research supported the findings reported for the original 
scale and upheld other claims of conceptual connectedness between Self/Self and 
Other/Self evaluations, (Wessler and Wessler, 1980; Trower, Casey and Dryden, 
1988) whereas the items relating to the SelEOther subscale of the EBS were all 
contained in a second factor, confirming the scale’s authors original proposal that this 
subscale measures different cognitive functions (Chadwick, Trower and Dagnan, 
1999). The revised EBS was shown to retain internal consistency and two clear 
factors emerged. Thus, the first and second hypotheses were accepted.
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9:2 Hypothesis 2
“ As with the original scale, anxious and depressive symptomatology, as measured by 
the HADS will he associated with EBS scores for negative evaluations o f the Self/Self 
and Other/Self \
9:2: lEBS Descriptive Statistics
The median scores for all the EBS subscales obtained in this research were in 
complete contrast to those obtained by Chadwick, Trower and Dagnan (1999). 
Median scores for the SelEOther subscale were higher than those obtained for the 
SelESelf and Other/Self subscales. The low endorsement for the Self/Self and 
Other/Self items was unexpected, particularly as these subscales had not been revised 
and had been shown previously to be reliable and valid (Chadwick, Trower and 
Dagnan, 1999; Macleod, 1998).
However, the scores reported in this study may reflect the population characteristics. 
The majority of the participants were studying for higher degrees in various specialist 
areas of psychology and the remainder were studying higher degrees in health related 
subjects, the greater majority would have been simultaneously engaged in 
client/patient contact to some degree. Unfortunately demographic data for specific 
subjects being studied was not requested and therefore precise data is not available, 
however the researcher is able to approximate a tentative estimate that two thirds of 
the population were engaged in advanced psychological studies.
The awareness of negative evaluation of self and the associated interpretations are 
likely to have been understood at some level by the majority of the population.
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consequently the nature of participants profession may well have inhibited responses. 
This might go some way to explaining the lower associations with SelESelf and 
higher associations with the OtherSelf dimensions that were found in the 
anxious/only, anxious/depressed subjects. In their research, Chadwick, Trower and 
Dagnan, (1999) reflected on the degree of relatedness between SelESelf and 
Other/Self in their research and suggested that in practice Other/Self evaluations 
could be inferred; within the population used in the current research it may well be 
that whilst respondents found it uncomfortable to express negative SelESelf 
evaluations, whereas negative Other/Self evaluations could be inferred, for example 
‘The training related to my profession may inhibit me from expressing that I see 
myself as worthless/helpless etcetera, (because this would make me vulnerable or the 
client/patient) but you may think/know I am worthless/helpless’. Consequently the 
responses obtained for the EBS may not indicate a problem or ‘floor effect’ with the 
Self/Self and Other/Self subscale but may be the failure to control for a socially 
desirable responding bias (faking good).
It is well established that individuals will present themselves in a positive light when 
completing questionnaires (Pallant, 2001). Viswesvaran and Ones (1999) conducted a 
study where students were instructed to ‘fake’ their responses to a personality 
inventory. Their results indicated that all of the ‘Big 5’ personality factors were 
equally ‘fakeable’. This may particularly pertinent for this sample, who may have 
perceived their professional/academic integrity, (the threat to ego-self and or 
projected self in terms of the perceived threat to social standing) to be in jeopardy.
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9:2:2 EBS Endorsements and Gender
Examination of the higher median scores for the SelEOther scale revealed that three 
of the six items received higher ratings than the remaining items. Overall participants 
showed the greatest endorsement for item 10 “I know some bad people”, followed by 
items 1 and 8 respectively, “Some people I know are worthless”; “Some people I 
know are totally weak and helpless”. The individual item analysis reported earlier did 
not reveal any extreme items, and consequently did not meet the criteria for removal; 
therefore it was difficult to ascribe a meaning to the latter findings. It is possible that 
the scale’s authors failed to adequately assess face validity before releasing it for 
piloting. An alternative but less conservative explanation might be suggested; 
responses to the EBS were expected to demonstrate a positive skew. Two of the three 
questions (8 and 10) were found to satisfy Kline’s (1986) ‘keyed’ response criteria, 
this was not a condition selected to be fulfilled because the responses did not and 
were not expected to achieve the criteria that assenting responses (scoring 1, 2 or 3) 
would account for 20% - 80% of responses. In this instance, allowing for the 
sensitivity of the scale, meeting Kline’s (1986) criteria might have provided an 
indication that these items should have been removed, in other words, reversing the 
operation of the rule.
Males showed a tendency to rate their endorsements higher on all aspects of the 
Self/Other scale compared to females. One explanation, which may account for this 
has been suggested in a study of self defence mechanisms in college students by 
Cramer, (1991) who noted that in stressful situations, males tend to turn against the 
object (akin to negative Self/Other evaluations) whereas females turn against the self
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(akin to Self/Self). The male/female differences were unexpected, although when 
explored they were not found to be significant. In general there were high 
endorsements for the self/other subscale for the whole population. Further 
examination of the scale suggested alternative explanations and has been offered in 
section 9:3:3
9:2:SConcurrent Validity
To fulfil the criteria for replication of the original research, Kruskal-Wallace tests 
were conducted between the EBS subscales and the four independent categories 
derived from HADS, when differences were found Mann-Whitney tests as a post-hoc 
analysis were conducted as in the original research. These results partially replicated 
the results reported by Chadwick, Trower and Dagnan, (1999) in their results the 
depressed only and the depressed and anxious group combined, differed from the 
anxious only and no pathology group on scores from the Self/Self items. They also 
found that the combined anxious and depressed group differed from both the anxious 
only and the no pathology group and the anxious only group and depressed only 
group differed from the no pathology group on Other/Self items. However, the 
distribution of scores within their categories differed from the distribution of scores 
found in this study. This is not an unexpected finding and probably reflects the 
difference between a clinical and non-clinical population.
In their discussion of the original research the scale’s authors noted that the use of 
Mann-Whitney tests as post-hoc analyses were not conservative and should therefore 
be treated with caution. The author of this research observed what may be a
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methodological flaw in the reporting of the research with the original scale; the 
authors of the original research discuss levels of ‘association’ in their publication yet 
it would seem the analyses used were tests of comparison and tests of difference. In 
order to assess the strength of the association between the EBS and HADS scores a 
series of Pearson’ s Product moment correlations were conducted as a secondary 
analysis.
A significant positive correlation between EBS SelfiSelf and Other/Self subscale 
scores and HADS anxiety and depression scores was found. No significant association 
between Self/Other scores and anxiety was found although a weak correlation was 
found between Self/Other scores and depression. This could perhaps have indicated 
that, as feared, ‘softening’ these items had resulted in loss of cognitive specificity. 
However, an alternative explanation may be offered in terms of the literature related 
to paranoia. If  one accepts the proposition that paranoid processes operate outside 
clinical populations with the ftmction of maintaining integrity and inner self-cohesion 
(Bentall, Kinderman and Kaney, 1994). Chadwich and Trower, (1997).
In a study comparing negative person evaluations in a clinically depressed group, a 
group diagnosed with paranoid delusions and a non-clinical control group, findings 
indicated that depressed individuals made more negative Self/Self and Other/Self 
evaluations than either the control or the paranoid group. The paranoid group made 
more negative Self/Other evaluations than either the depressed or the control groups 
as expected, however, they also made more negative Self/Self and Other/Self than the
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control group. The results were interpreted as confirming the hypothesised link 
between depression and paranoia.
This population primarily comprised of post-graduate students, many of whom were 
approached whilst they were in the latter stages of conducting their own research, thus 
it is not unrealistic to hypothesise that emotional distress, which is well documented 
as frequently observed in undergraduate students, would be evident, if not 
exaggerated in this population. Research conducted with Chinese nursing students 
found that more nurses experienced clinical levels of anxiety during their first and 
final years of study (Xiaomei, Jing and Huanqiong, 2002). Another study conducted 
with Turkish medical students concluded that psychological well being decreased as 
year of study increased (Aktekin, Karaman, Senol, Erdem, Erengin and Akaydin, 
2001). A third study assessed cognitive biases relevant to persecutory thought (e.g., 
exaggerated self-serving bias). A non-clinical undergraduate population, completed 
questionnaires assessing, sub-clinical paranoid ideation, depression, social anxiety, 
self-monitoring, attributional style, and self-esteem. Higher levels of paranoid 
ideation were significantly associated with greater depressed mood, social anxiety and 
avoidance, evaluation apprehension, self-monitoring, and lower self-esteem. There 
were no significant associations between paranoid ideation and attributional biases. 
The researchers concluded that mood, anxiety, and perceptions of the self are related 
to paranoid ideation in a non-clinical sample (Martin and Penn, 2001).
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9:3 Hypothesis 3
“There will he a positive correlation between high ‘trait’ anger scores as assessed by 
the STAXI, and the EBS Self/Other subscale
The results of the analysis indicated there were significant associations between all of 
the EBS subscales and the majority of the subscales of anger. The range of 
correlations that emerged was not anticipated. This suggested that there might be 
other conceptual links between negative person evaluations and different 
presentations of anger.
On face value this seemed to confirm a loss of cognitive specificity or a so called 
ceiling effect in the SelfiOther items of the scale, however the first hypothesis was 
supported as the trend of the associations followed the predicted direction, the 
Self/Other dimensions of the scale were not associated with anxiety and were only 
marginally associated with depression, this latter relationship could in all likelihood 
be rationalised in terms of a co-morbid presentation of sub-clinical paranoia as 
previously discussed. On the strength of the unexpected pattern of the associations 
with certain subscales of the STAXI, it was considered premature to make absolute 
conclusions about the utility of the scale. Certainly the self/other dimensions seemed 
to have increased in sensitivity, this was clearly evident fi*om the increase in median 
scores, however, they did not appear to have increased to an extreme level. What 
emerged as interesting, particularly as the other two subscales had not been revised, 
was the low rate of negative selEself endorsements that would have been expected to 
have been associated with the participants who exhibited high levels of anxious only
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and anxious/depressed symptomatology. However, as previously stated this could 
have been associated with the characteristics of the population used in this study.
It appeared possible that the EBS might have been tapping into cognitions relating to 
anger where conceptual clarity has been identified as deficient and/or is an indication 
of a merging of conceptual connections. Consequently it was considered appropriate 
to conduct additional exploratory analyses that could help to explain the results before 
conclusions about this hypothesis were reached. These are discussed in section 10.
10:0 Secondaiy Analyses
A stepwise process was adopted in an attempt to identify whether all three negative 
person evaluations were actually associated with anger or whether the EBS had 
sacrificed discriminatory power with modification. When the parametric correlations 
between the STAXI subscales and the EBS were examined for associations, only one 
unique relationship emerged, this was between the Trait-Anger/R subscale and the 
Self/Other subscale. The Trait-Anger/R subscale measures angry reaction, (the 
predisposition to express anger) people who have significant Trait-Anger/R scores are 
defined as people who are sensitive to criticism and evaluation by others, however 
under provocation they are equally as likely to suppress as express anger (Spielberger, 
1988). These results seem puzzling and somewhat contradictory. It would seem that 
the constructs behind Trait-Anger/R lack conceptual clarity unless one interprets 
sensitivity to criticism and evaluation by others as generating negative SelfiOther 
evaluations.
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When significant levels of anger were examined (above the 75* percentile and below 
the 25* percentile) with descriptive statistics and the percentage of people who also 
had scores consistent with clinical levels of anxiety were identified within those 
samples it was found that 50% of those scoring above the 75* percentile for Trait 
anger reported clinical levels of anxiety and 62% of the sample who scored above the 
75* percentile for Trait-Anger/R reported clinical levels of anxiety. In fact scores 
consistent with clinical anxiety did not show less than a 25% representation in any of 
the anger subscales.
10:1 Assessing the Relationship Between Anxiety and Anger
The next step was to assess the level of association between HADS scores and STAXI 
scores. Varying strengths of positive parametric correlations were observed between 
anxiety and depression and all of the STAXI subscales with the exception that no 
correlation was observed between depression and Trait-Anger/R. Interestingly, this 
was the only anger subscale that showed a clear association between the Self/Other 
subscale of the EBS. It could perhaps hypothesised that this represents a theoretical 
link between certain types of anxiety and sub-clinical paranoia, as significant Trait- 
Anger/R scores are associated with individuals who are sensitive to criticism and 
evaluation by others. Thus the defence to protect against low self-esteem may be the 
negative evaluation of others.
However, the associations were not totally unsurprising as the connection between 
anxiety, stress and anger is well documented. To investigate the relationship between 
irrational beliefs, general anxiety and general anger Zwemer and Deffenbacher,
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(1984) recruited 382 undergraduates who completed The State-Trait Anxiety 
Inventory and 2 self-report measures of irrational beliefs and anger. Analyses showed 
that in hierarchical order, personal perfection, anxious over-concem, blame 
proneness, and catastrophizing were predictors of general anger. Features of general 
anxiety, in hierarchical order, were: anxious over-concem, problem avoidance, 
catastrophizing, and personal perfection. Individuals who were rated as experiencing 
extreme anxiety rated ‘demand for approval’ greater than personal perfection. Further 
evidence of an overlap between emotional distress and anger has been evidenced in 
tests of concurrent validity and the STAXI, which has been shown to correlate with a 
number of other personality scales such as those measuring neuroticism and 
psychoticism (Spiellberger, 1988).
10:2 Anxiety -  A Confounding Variable
The effect of anxiety appeared to influence the associations between negative person 
evaluations and anger. Therefore the next step in the exploratory analysis was to 
control for this variable. When partial correlations were conducted and the 
confounding effects of anxiety were eliminated, there was a clear association between 
negative Self/Self and Other/Self evaluations but not SelfrOther evaluations and Trait 
anger. The exploratory analysis provided clear support for the third hypothesis; 
Participants with high ‘trait’ anger scores as assessed by the STAXI, made more 
negative SelfrOther evaluations than those with low trait scores.
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10:3 Standard Multiple Regression
The results of the partial correlations generated two further questions: 1) How much 
variance in the SelfrOther subscale of the EBS can be explained by Trait Anger, and 
Anxiety and Depression as measured by HADS and STAXI Trait Anger scores? 2) 
Which are the best predictors of negative Self/Other evaluations? These questions 
were explored by conducting a Standard Multiple Regression. The results indicated 
that Trait Anger is a unique predictor of Self/Other negative person evaluations, 
however, depression also made a marginal but statistically significant contribution to 
predicting negative Self/Other evaluations. This is perhaps unsurprising; this research 
did not extend to assessing sub-clinical levels of paranoia. It has previously been 
discussed that cognitive constructs of anger and paranoia would seem to share the 
function of protecting against low self-esteem. Fraught, Colby and Parkinson, (1977) 
suggested a model of paranoia where paranoia emerges from negative self-evaluation 
and perception of inferred criticism of the ‘self by ‘others’, accompanied by 
emotions such as fear, anger and shame. They proposed that paranoia can arise in the 
face of ‘other’ to ‘self threat, where paranoia blocks the threat of negative self- 
evaluation through a response of negative ‘self to ‘other’ evaluation. Trower and 
Chadwick, (1995) have pointed out that low self-esteem and depression should not be 
confused; the concept of paranoia being a defended depression has been refuted and 
research has shown that individuals with paranoid ideation are typically depressed 
(Bentall, 1994; Chadwick and Trower, 1997). Thus, it is possible that the depression 
observed as a predictor of Self/Other negative person evaluations may be as a result of 
an overlap of paranoia.
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11:0 Evaluation of Research
The results of the analysis were encouraging, however, this population appeared to 
have unique characteristics although these would seem to be in line with the 
characteristics found in undergraduate and postgraduate students in other research, 
and probably represents the unique stressors associated with academia. Over the past 
three decades, there would appear to be ample support that identifies a connection 
between anger and the student population.
One early study examined the antecedents of anger in a sample of students, higher 
endorsements were reported for aversive traits in others, restricted role, which 
included being imposed upon by an authority or system, other people’s expectations 
and having to carry out unpleasant tasks. Personal affrontery (put down) was also 
highly endorsed and was defined as the experience of humiliation, rejection 
embarrassment or reminders of failure. Anger was most fi*equently attributed to 
encounters with other people and things failing to go as planned, with blame for the 
anger experience being attributed to ‘others’ rather than to ‘self (Pankratz, 
Levendusky and Glaudin, 1976). In another controlled experiment college students 
have reported greater levels of anger following criticism about creativity and intellect, 
leading the researchers to conclude that anger is a defence mechanism (Cramer, 
1991). This would seem to be supported by more recent research which has suggested 
that anger in college students is related to low self esteem and is mediated by negative 
problem solving (D’Zurilla, Chang and Sanna, 2003).
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Thus it would seem that the characteristics of this sample might have presented with 
combinations of distress that resulted in a confusion of unique results, which would 
not generalise to other populations. Further, the size of the sample used in this 
research was considered adequate however; a larger sample size would have 
generated greater power. Finally, the questionnaire packs did not differ in their order 
of presentation, after the information sheets, the EBS was always presented before the 
HADS and the STAXI. It would have perhaps been more useful to varied the 
presentation of the sequence of questionnaires to examine whether there was any 
effect of order.
11:1 Recommendations for Future Research
Initially, the proposal for this research had intended the inclusion of the Beck 
Depression Inventory (BDI; Beck, 1988) as well as the HADS as it had been 
previously shown to correlate positively with the EBS (Macleod, 1998). It was also 
proposed that the NAS (Novaco, 1994) be included alongside the STAXI 
(Spielberger, 1988) as this scale measures some different dimensions of the anger 
construct in comparison to the STAXI. Whereas the STAXI assesses components that 
are distinctly different from hostility and aggression, distinguishing the experience 
from the expression of anger and differentiating between state and trait anger; the 
NAS measures domains such as cognitive, behavioural and arousal, where the 
cognitive aspects concentrate on attention toward anger cues, suspiciousness and 
hostile attitudes and both have been shown to possess conceptual clarity, 
psychometric strength, reliability and validity (Eckhardt, Norlander and 
Deffanbacher, 2004). Approval to continue with the research was conditional to
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making adjustments to the procedure. Consequently it was necessary to exclude the 
BDI and NAS from the measures that were used in the data collection. If an attempt to 
replicate this research is made, the inclusion of both questionnaires is recommended, 
to further assess concurrent validity and to establish whether negative person 
evaluations extend to different domains of anger.
The confounding ‘faking good’ variable may be overcome in future research, 
particularly if the sample is drawn from psychologists/health professionals, with the 
inclusion of a scale which captures distortion (Viswesvaran and Ones, 1999; Pallant, 
2001; Sandral and Endresen, 2002).
A larger sample is recommended for future research, to generate greater power and 
increase the reliability of assessing internal consistency. Similarly it is recommended 
that a sample be drawn from a wider population to reduce the confounding effect of 
group characteristics that may have been influencing the results of this research. As 
sub-clinical levels of paranoia have been hypothesised to explain some of the results 
the inclusion of a measure of paranoia would be a useful addition to future 
investigation and would help to establish theoretical links. Once significant results 
have been established with a non clinical population, the EBS could be evaluated for 
it’s clinical utility by examining between and within group differences, using one 
group of participants referred for a CBT based anger management intervention, one 
group referred for a CBT intervention with a diagnosis of paranoia, one group referred 
for CBT treatment of a non psychotic depression and a control group of ‘normal
© Julia Helen Macleod 2004 323
Volume I_______________________________________________________ Research
participants. Measures could be conducted pre and post intervention to assess whether 
the EBS is also sensitive to change over time.
Finally, before any further research is attempted it is strongly recommended that the 
revised subscale be examined to assess whether the items of the SelEOther scale, 
which received the greatest endorsements, require adjustment to the wording or even 
removal in their entirely. It could be argued that they can no longer be defined as, 
“stable, global and total condemnations of an entire person”, (Chadwick, Trower and 
Dagnan, 1999, pp. 554) thus responses may be confounded by ambiguity.
12:1 Conclusion
The results of this research were encouraging. It would appear that the EBS has 
retained psychometric strength and its ability to discriminate. The associations 
between anger and negative person evaluations were assessed for the first time and 
may have served to highlight the lack of conceptual clarity relating to anger 
constructs, the combined effect of anxiety and the association between negative 
person evaluations.
An association between Trait anger and negative Self-Other evaluations was found, 
however this emerged after a secondary analysis, therefore this results should be 
treated as preliminary and should be interpreted with caution. The results obtained in 
this research may not generalise to other populations, particularly those related to 
anger and negative person evaluations. Further research assessing the psychometric 
properties of this revised scale, with a view to assessing the need for further minor
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adjustments is required before this scale can be reliably assessed for its use with a 
clinical population.
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Main Protocol
Title: Revisiting the Evaluative Beliefs Scale (EBS) - Does increased sensitivity 
detect global attributions?
Introduction;
Development o f  the Evaluative Beliefs Scale (EBS)
Cognitive theories of depression and other maladaptive disorders, rooted in those 
proposed by Beck (1967) and Ellis (1962), widely accepts the place of negative 
thinking and/or beliefs in the onset and maintenance of distress. In the depressed 
individual, negative evaluations are usually self-referent (Lobitz and Dee Post, 1979). 
Over the past two decades, researchers have argued for the need for an objective 
measure of negative person evaluations (Koenig, Ragin and Harrow, 1995)
The need for a pure measure of negative person evaluations would appear to have 
been supplied by The Evaluative Beliefs Scale (EBS; Chadwick, Trower and Dagnan 
1997; 1999). Chadwick, Trower and Dagnan (1997,1999) proposed that contemporary 
measures of evaluative beliefs failed to he reliable and valid because of three main 
difficulties: poor choice/construction of individual items, confusion over definition 
and problems with specific theoretical concepts. The EBS was constructed to address 
the main difficulties blighting other measures. It is a self-report measure, which 
consists of a series of 18 statements of negative person evaluations. There are three 
categories, each of which has six major evaluative themes: a sense of worthlessness, a 
sense of unlovability, a sense of weakness, a sense of badness, a sense of failure and a 
sense of inferiority. These are expressed in three directions:
• SelftSelf (S/S) -  persons’ own evaluation of self
• Other/Self (0/S) -  others evaluation of self
• SelEOther (S/O) -  persons’ evaluation of others
The psychometric properties of the EBS have been tested against the Hospital Anxiety 
and Depression (HAD) scale on 397 participants (Chadwick, Trower and Dagnan, 
1997, 1999). The HAD was selected because it contains no items assessing beliefs 
and therefore avoided the problem of overlap. Results indicated a strong correlation 
between S/S and 0/S evaluations and depression and anxiety scores. There was no 
correlation with S/0 scores. Further research has found that the EBS possesses 
concurrent validity with the BDI and is sensitive to change over time 
(MacLeod, 1998). Thus, the EBS has been shown to reliably detect depressive and 
anxious negative self-evaluations.
Extending other research, which suggests that paranoia is a defence against low self­
esteem, Chadwick and Trower, (1997) examined the place of evaluative beliefs in 
paranoia. They explored the idea that paranoia is a defence against perceived other- 
self negative evaluations, which are discredited by the use of negative evaluations of
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others. The EBS was administered to a total of 67 participants; 23 in the 
paranoid/delusional group, 22 in a ‘depressed group’ and 22 non-clinical controls. 
Subjects in both clinical groups scored significantly higher than controls on negative 
0/S and S/S evaluations. Negative 0/S and S/S evaluations were highest in the 
depressed group. However, as predicted negative S/0 evaluations were highest in the 
paranoid group hut did not differ between the depressives and the controls.
Chadwick, Birchwood and Trower, (1998) have argued that there are three key 
cognitive emotional links which are central to beliefs; depression, anxiety and anger. 
Whilst the EBS has shown that the level of depression/anxiety correlates with the 
strength of self-referent belief, it has failed to identify the strength of selfiother 
evaluations/beliefs associated with different levels of anger, with the exception of 
extreme beliefs such as those associated with persecution paranoia. It is generally 
agreed that anger is one of the key basic, innate, universal and immediate emotions 
(Omstein and Carstensen, 1991), which is a common experience in everyday life 
(Averill, 1982). Contemporary theories suggest that high anger expression (anger 
which is under controlled and where expression is not inhibited) is determined by the 
individuals’ appraisal of the agent/event or person as being blameworthy, i.e. they 
make attributional errors (Howells, 1998). Further it is also seen to relate to 
personality type where under controlled anger is defined as a ‘trait’ and over 
controlled anger is determined as ‘state’ (Speilberger, Sydman, Owen, and Marsh, 
1988). Ellis (1995) predicted that negative S/0 evaluations are more characteristic of 
anger. Individuals’, who may be classified as possessing an anger trait, are thought to 
operate under rules (of the self) such as ‘I must never be criticised’. When another 
person breaks this rule their beliefs create assumptions about the other person(s) 
being: unlovable, worthless, weak, bad, failures and inferior (Chadwick, 2002; 2003; 
personal communication). Thus, in common with anxiety and depression, anger as a 
state or trait is present to varying degrees in a non-clinical as well as a clinical 
population (Speilberger, Sydman, Owen, and Marsh, 1988; Novoco, 1994).
Although the EBS has withstood robust testing and has been shown to possess 
reliability, validity and concurrent validity, it is clear that the range of the scale is not 
being utilised in populations where negative evaluations of others might he expected. 
Specifically this relates to the expression of beliefs that are associated with anger, if 
one accepts this as one of the emotions central to beliefs. Recently Chadwick and 
Dagnan (personal communication) 2002;2003) have postulated that the EBS S/0 
scales may be too extreme, and therefore they have revised and ‘softened’ the S/0 
items of the EBS to address the problem of consistently low S/O mean and to 
establish whether people make global selfiother attributions. In addition they aim to 
reduce the likelihood of a floor effect and increase the sensitivity of the scale.
The primary risk of altering this aspect of the scale is that it may loose cognitive 
specificity (i.e, that discrimination may decrease as sensitivity increases). Therefore 
the revised scale requires piloting to enable tests of concurrent validity, reliability and 
construct validity to he conducted before being able to evaluate it’s utility on a 
clinical population. Thus, assessing the levels of state and trait anger in a non clinical-
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population and comparing scores with the EBS scores should provide an indication as 
to the specificity of the scale and will provide a foundation from which to direct 
future clinical research.
Objectives:
To examine the psychometric properties and increased sensitivity of the revised EBS:
1. Assessing concurrent validity through comparison with Hospital 
Anxiety and Depression Scale (HAD; Zigmund and Snaith, 1983), The 
Beck Depression Inventoiy (BDI; Beck, 1988)
2. Assessing construct validity through comparison with State-Trait 
Anger Expression (STAXI; Speilberger, Sydman, Owen, and Marsh, 
1988).
3. Use of a factor analysis to assess factor structure.
Main Hypothesis:
1. Participants who have high ‘trait’ anger scores will make more negative 
SelfiOther evaluations than those with low trait scores.
2. As with the original scale, there will be a positive correlation between the BDI 
and HAD scores and negative S/S and 0/S scores.
Plan of investigation 
Participants
Participants will be undergraduate and postgraduate students attending courses at the 
University of Surrey on a full or part time basis. They will be recruited by opportunity 
following permission being granted by lecturers, (also approached by opportunity) for 
the investigator (Julia Macleod) to approach students at the end of lectures/tutorials 
and request volunteer participants after explaining the nature of the study. Based on 
reviews by Field (2000) a sample size of 125 participants will fulfil the criteria of a 
power calculation, as analysis will he conducted within the 0.5 range as there are 
relatively few factors, each with a small number of indicator variables.
Setting: Surrey University Campus.
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Measures (Appendix A)
Evaluative Beliefs Scale, (Chadwick, Trower ad Dagnan, 1999); Beck Depression 
Inventory (BDI; Beck, 1988); Hospital Anxiety and Depression Scale (HAD; 
Zigmund and Snaith, 1983); Novoco Anger Assessment Scale (NAS, Novoco, 1994); 
State-Trait Anger Expression Inventory (STAXI; Speilberger, Sydman, Owen, and 
Marsh, 1988).
The Evaluative Beliefs Scale
The Evaluative Beliefs Scale is a self-report measure, which consists of a series of 18 
statements of negative person evaluations. There are three categories, each of which 
has six major evaluative themes: a sense of worthlessness, a sense of unlovability, a 
sense of weakness, a sense of badness, a sense of failure and a sense of inferiority. 
These are expressed in three directions:
• SelftSelf (S/S) -  persons’ own evaluation of self
• Other/Self (0/S) -  others evaluation of self
• SelftOther (S/O) -  persons’ evaluation of others
The Beck Depression Inventory
The BDI is a self-administered rating scale, which is designed to measure depressive 
symptomatology / assess intensity of depression, in both a clinical and non-clinical 
population. Each of the 21 items has four statements, relating to symptoms and 
attitudes, of which the participant is required to tick one, which most appropriately 
express their agreement. Each item carries a score of between 0-3.
The Hospital Anxiety and Depression Scale
The HADS is a self-administered rating scale, which has 14 items, seven, which 
assess clinically significant levels of depression, and seven, which assess clinically 
significant levels of anxiety.
The Novaco Anger Assessment
The NAS is a self-assessment measure of anger consisting of two parts. Part A 
consists of 48 items, which are divided equally into three domains, corresponding to 
the information processing theory. Each scale is further divided into four subscales. 
The cognitive domain comprises the subscale: attentional focus, ruminations, hostile 
attitude and suspicion. The arousal domain is made up of the subscales: intensity, 
duration, somatic tension and irritability. The behavioral domain comprises: 
impulsive reaction, verbal aggression, physical confrontation and indirect expression. 
Part B comprises 25 items, each describing situations in which individuals may 
become angry. The items are grouped into five subscales that summarise the nature of 
provocation: disrespectful treatment, unfairness/injustice, frustration/interruptions, 
annoying traits and irritations.
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State-Trait Anger Expression Inventory
The STAXI is a measure of the experience and expression of anger. The experience of 
anger as measured hy STAXI is conceptualised as having two major components, i.e. 
state ad trait anger. State anger is defined as; an emotional state marked hy subjective 
feelings that vary in intensity from mild annoyance or irritation to intense fury and 
rage. State anger is generally accompanied by muscular tension and arousal of the 
autonomic nervous system. Over time the intensity of state anger varies as a function 
of perceived injustice, attack or unfair treatment by others, and frustration resulting 
from harriers to goal directed behaviour. Trait anger is defined as the disposition to 
perceive a wide range of situations as annoying or frustrating, and the tendency to 
respond to such situations with more frequent elevations in state anger. Individuals 
high in trait anger experience state anger more often and with greater intensity than 
individuals low in trait anger. Anger expression is hypothesised as having three major 
components; anger towards others, towards self and individual differences in the 
extent to which a person attempts to control the expression of anger. STAXI has 44 
items, which consist of 6 scales and two suhscales. Individuals rate themselves on 
each item on a four-point scale, which measure either the intensity or the frequency of 
the item under consideration.
Design
The authors of the scale suggest that EBS might have utility for clinical research and 
practice, not only as an assessment and outcome measure but also for testing 
hypotheses about connections between cognitions and emotions. A non-clinical 
population has been selected to pilot the EBS on because of the pragmatic problems 
associated with obtaining a sufficiently large clinical sample. Further, a non-clinical 
population should lend additional strength to support the hypothesis that the revised 
scale has increased its sensitivity sufficiently.
This study is a non-experimental pilot. Data from the questionnaires will be collated 
and analysed hy the researcher (Julia Macleod) using a factor analysis to assess factor 
structure; correlations will be used to assess whether the revised scale maintains its 
concurrent validity with the BDI and HADS and a regression analysis will he used to 
assess whether trait anger is predictive of a global and stable negative attributional 
style towards others. The findings from the report will facilitate recommendations 
regarding its suitability for friture research on a clinical population and may add 
further corroboration to existing theories about the links between cognition and 
emotion.
Procedure:
Permission to invite students to participate will he sought from individual lecturers, 
selected hy opportunity, who will also be asked if the researcher could use ten
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minutes of the end of a lecture/tutorial to initially address the students and fifteen 
minutes at the end of a lecture/tutorial to conduct the research at a later date.
Potential participants will be recruited by opportunity from students attending 
lectures/tutorials. The researcher will attend the end of a number of lectures and/or 
tutorials (in order to access a diverse range of students) and provide the students with 
an explanation as to the aims and objectives of her research, confirming this with the 
distribution of information sheets which students will be asked to take away and read. 
Students will be informed that they will he given one week in which to decide 
whether or not they will give consent to participate. (See appendix B).
One week later, the researcher will approach the students again. Those who elect to 
participate will be asked to complete two identical consent forms, one for their 
retention and one for the researcher. (See appendix C).
Participants will he provided with an envelope containing the questionnaires and a 
request for demographic information. (See appendix D). Instructions and a briefing 
sheet will be attached to the front of the envelope. (See appendix E)
Timescale
The researcher aims to complete data collection by the end of February 2004.
Ethical considerations
All participants will be informed of the nature of the research and provided with 
information sheets. Written consent will not be requested until one week after 
students have been provided with written information. This will enable individuals to 
consider the information about the aims of the research over time.
All participants will be assured of anonymity and confidentiality. Participants will be 
asked to place the completed consent forms in a separate receptacle from the 
completed questionnaires to ensure anonymity and confidentiality. Consent forms will 
he cross-referenced to the questionnaires with a unique number identifier. This will 
enable any participant to request that their data is withdrawn from the study at any 
stage. Identifiable consent forms will continue to he kept separate in a secure location. 
Participants will be identified on the database hy the unique identifier, thus, names 
will not be kept on a database and consequently no individuals can he identified in the 
write up of the research.
As part of the briefing all participants will he advised to seek support from the 
university counselling service if participating in the study raises personal concerns 
about anxiety, depression or anger management control.
© Julia Helen Macleod 2004 343
Volume I Research
References
Averill, J., (1982) Anger and Aggression: An Essay in Emotion. Springer-Verlag.
New York
Beck, A. (1967) Depression: Clinical, experimental and theoretical aspects 
and Row. New York.
Beck, A. (1988) Beck Depression Inventory (BDI) The Psychological Corporation. 
Sidcup.
Chadwick, P. Birchwood, M. and Trower, P. (1996) Cognitive therapy for delusions, 
voices and paranoia. John Wiley and Sons. Oxford
Chadwick, P.. (2002) Personal communication.
Chadwick, P.. (2002) Personal communication.
Chadwick, P. and Dagnan, D. (2003) personal communication.
Chadwick, P. and Trower, P. (1997) To defend or not to defend: A comparison o f  
paranoia and depression. Journal of Cognitive Psychotherapy. Vol. 11 (1) 
63-71
Chadwick, P. Trower, P. and Dagnan, D. (1999) The Evaluative Beliefs Scale. 
Cognitive Therapy and research. Vol 23. (5) 549 -  559
Ellis, A., (1962) Reason and emotion in psychotherapy. Lyle Stuart. New York
Ellis, A., (1995) Better, Deeper and More Enduring Brief Therapy. The Rational 
Emotive Behaviour Therapy Approach. Brunner/Mazellnc. New York
Howell, K. (1998) Cognitive behavioural interventions for anger aggression and 
violence. In Tarrier, N., Wells, A., and Haddock, G., (Edits.) (1998) Treating 
Complex Cases. The Cognitive Behavioural Therapy Approach. John Wiley & 
Sons. Chichester.
Koenig, L., Ragin, A., and Harrow, M. (1995) Assessment of Cognitive Bias in 
Depression. Cognitive Therapy and Research. Vol. 19 No. 3 505 - 517
Lobitz, W. and Dee Post, R (1979) Parameters of self reinforcement and depression. 
Journal o f  Abnormal Psychology No\. 88. No. 1 33 -41
Maruish, M., (Edit.) (1999) The use of psychological testing for treatment planning 
and outcome assessment Lawrence Earlbaum Associates. USA
© Julia Helen Macleod 2004 344
Volume I Research
Macleod, J., (1998) The Evaluative Beliefs Scale: Does it correlate with the BDI? Is 
sensitive to change over time? (Unpublished undergraduate dissertation).
Novaco, R., (1975) Anger Control: The development and evaluation o f an 
experimental treatment. Heath Sand. Lexington DC
Novaco, R., (1994) Anger as a risk factor among the mentally disordered. Violence 
and mental disorder." developments in risk assessment. University o f  Chicago 
Press. Chicago.
Ornstein, R., and Carstensen, L., (1991) Psychology: The study of Human 
Experience. Third Edition. Harcourt, Brace, Jovanovich Inc. USA
Speilberger, C., Sydman-S., Owen, A., and Marsh, B., (1988) STAXI Professional 
Manual. State-Trait Anger Expression Inventory. Revised Research Edition. 
Psychological Assessment Resources, Inc.
Speilberger, C., Sydman-S., Owen, A., and Marsh, B., (1999) Measuring anxiety and 
anger with the State-Trait Anxiety Inventory (STAI) and the State-Trait Anger 
Expression (STAXI). In Maruish, M., (1999) The use of psychological testing 
for treatment planning and outcome assessment Lawrence Earlbaum 
Associates. US
Tarrier, N., Wells, A., and Haddock, G., (Edits.) (1998) Treating Complex Cases. The 
Cognitive Behavioural Therapy Approach. John Wiley & Sons. Chichester.
Zigmund, A., and Snaith, R., (1983) The Hospital Anxiety and Depression Scale
Manual. NFER-Nelson Puhlishing Company. Windsor.
© Julia Helen Macleod 2004 345
Volume I Research
Appendix 2
© Julia Helen Macleod 2004 346
Volume I Research
Jennifer Brown
BA PhD FBPSs CPsychoi 
Professor
Forensic Psychology
University of Surrey
Guildford
Surrey GU2 7XH UK 
Tel: +44 (0)1483 686897 
Fax: +44 (0)1483 689553 
Email: Jennifer.Brown@surrey.ac.uk
UniS
Departm ent of 
Psychoiogy
Julie Maclead 
Department o f  Psychology
12*’’ January 2004-01-13
Dear Julia
Research proposal: R e-visiting the evaluative beliefs scale: does increased  
sensitivity detect global attributions
Thank you for your research proposal. I have checked with Professor Terry 
Desombre chair o f  the University Ethics Committee who confirms that I may 
review your proposal.
I do have a couple o f  queries and I would be grateful i f  you can clarify before 
proceeding
1. The loading on respondents to complete 5 psychometric assessments 
seems quite high. Can you explain w hy you need B eck and the HAD and also 
the N A S and the STAXI? I f  you can make use o f  one measure say the H AD  
as this w ill give you anxiety and depression scores and you use one anger 
measure that would be helpful unless you can put forward a strong 
justification for keeping all your proposed measures.
2. When collecting data from students you are advised not to collect data 
from students attending your own course.
3. Can you clarify the recruitment strategy? At present it looks like you w ill 
ask a lecturer to take some time to ask for volunteers. Then you w ill return to 
hand out packets containing instructions and the questionnaire. You w ill also 
be asking people to complete a consent form
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• by virtue of participants completing the questionnaire they have consented 
so you do not need an additional consent form. This complicates matters as you 
now have the identity of participants. If people do not want to take part they 
simply do not complete the questionnaires
• I would suggest attempting to simplify your questionnaire distribution as a 
one step process
• Also if you are seeking a sample size of 125 how many questionnaire 
packages do you need to hand out to achieve this response rate.
4. Can you put your information sheet on University letter headed notepaper and 
indicate Dr Haywood as your supervisor with contact details. - '
5. Once you have ethical clearance can you inform the University counselling 
service that you have given their details to participants in your study.
Please can you give me a response to these queries before beginning your data 
collection.
Yours Sincerely
Professor Jennifer Brown
cc Dr Mark Haywood
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Julia Macleod 
3"^  ^Yr. Clin. Psych. D. Trainee 
Department of Clinical Psychology 
University of Surrey 
Guilford
Email: psm8jm@surrey.ac.uk
Professor Jennifer Brown 
Professor of Forensic Psychology 
Department of Psychology 
University of Surrey 
Guilford
Monday 26* January 2004-01-26
Dear Professor Brown,
Thank you for your prompt reply to my research proposal, I hope I can clarify all the 
points you have raised and amend them to your satisfaction.
1. I am able to reduce the number of psychometric assessments and can proceed 
with the HAD, STAXI, and the EBS.
2. No data will be collected from students attending my own course.
3. (a) Consent will be assumed if participants complete and return 
questionnaires.
(b) The questionnaire distribution will be simplified to a one step process.
(c) It was calculated that a minimum of 100 participants would be required to 
fulfil the criteria required for reliability and validity. Consequently it is 
anticipated that a minimum distribution of 125 should fulfil the criteria, 
however, I would like to recruit as many participants as possible.
(d) The information sheet will be printed on University letter headed paper, 
with Dr Hayward indicated as my supervisor and his contact details provided.
(e) I will inform the University counselling service that I have given their 
details to participants once I have ethical clearance.
Please do not hesitate to contact me if you require any further clarification, and thank 
you once again for your help in this matter.
Yours sincerely
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Dear Julia
Jennifer Brown has just popped in with a copy of the letter you sent 
her on 26 January. She said this is fine and she is happy, with 
regards your ethics application and you can now proceed.
Best wishes
Charlotte
Charlotte King (nee Freeman) 
Clinical Course Administrator 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH 
01483 689441 
c .king0surrey.ac.uk
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T m  QurEN*!
KNTVEMAST P H IZ II
University 
of Surrey
Guildford
Surrsy GU2 7XH.u k
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
Clin. Psvchi) Research Project
School of
Human
Sciences
Department of 
Psychology
Facsim ile
+44 (0)1483 689553
Researcher
Julia Macleod -  3"^  Yea" Clinical Trainee 
Dept, o f  Clinical Psychology 
University o f  Surrey
Supervisor 
Dr Mark Hayward 
Dept o f  Clinical Psychology 
University o f  Surrey
Protect Title ^
Revisiting tiie Evaluative Beliefs Scale (EBS) ■ A sensitive revision?
W hat’s the Purpose o f  the protect?
I am currently in my final year and conducting research in fulfilment o f  the course 
requirements for the qualification o f  a Doctorate in Clinical Psychology.
The aims and objectives o f  my research are to examine the utility o f  a revised 
measure o f  an evaluative beliefs measure. The Evaluative Beliefs Scale (EBS) was 
first constructed in 1997, it has been rigorously tested and been shown to possess 
sound reliability and validity. Recently, the authors of,the scale have hypothesised 
that there may be a floor effect in certain aspects o f  the scale and thus they have 
revised certain dimensions.
Whv have I been chosen?
Before the revised measure can be tested on a clinical population we need to establish 
whether revisions to the scale have resulted in reducing its ability to discriminate 
between certain types o f  evaluative beliefs. In order to do this we need to assess it’s 
psychometric properties against the scales to which the original was compared and to 
introduce new measures by which we can assess its predictive value.
Do I have to take part?
No. It is up to you to decide whetiier or not you take part. Your consent is assumed by 
virtue o f your completing the questionnaire. All o f  the questionnaire and demographic 
data you provide are code with a unique numerical identifier. Thus confidentiality and 
anonymity are assured at all times. You may also withdraw Jfrom the study at any time 
quoting your unique identifier.
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What will happen if I take part?
Participants are asked to complete three different clinical measures/questionnaires 
relating to beliefs, anxiety, depression and anger. The research does not seek to 
interpret the results of the questionnaires in any way other than to compare the 
sensitivity and predictive value of the EBS to other measures.
Are there any advantages or disadvantages in taking part?
Unfortunately there are no benefits for you other than the satisfaction of helping a 
colleague. There are no disadvantages; No clinical judgements or interpretations will 
be made from individual participants responses.
Confidentiality
Responses will be kept strictly confidential and anonymous at all times. You cannot 
be recognised or identified in any way.
Who has reviewed the project?
The project has been reviewed and approved by the University of Surrey Department 
of Ethics.
Contact for further information:
If you have any questions or require any further information you can either email me 
at psm8 im@siHTev.ac.uk. Alternatively you can leave a message in my enWope, 
which can be found in the trainees room in the department of clinical psychology or 
contact my supervisor. Dr Mark Hayward.
Thank you for your attention and time.
Julia Macleod
Third Year Trainee Clinical Psychologist.
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Unis
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
\A(Ww.suiTêy.ae.uk
INSTRUCTIONS AND INFORMATION FOR PARTICIPANTS 
Please read carefully
Inside this envelope you will find:
1. A  demographic questionnaire. Please complete and leave with the 
questionnaires.
2. The questionnaires. Please complete them spontaneously and ensure that 
you complete everv question. Remember that no clinical judgements or 
interpretations are being assessed from your responses.
3. When you have completed the questionnaires please replace them in the 
envelope and return them to the researcher.
I f  partidpating in  this study has raised any personal concerns about anxiety, 
depression or anger management control; you are urged to contact and seek advice 
from  die University Counselling Service,
Please be assured that your participation remains confidential and anonymous 
throughout the research and yvrite-up process. You may m dtdraw from  the study a t 
any stage without providing a reason. I f  you have any questions or would like any 
further informadon you can either email me at psm8im(3)surrev. ac. uk Alternatively 
you can leave a message in my envelope which can be fou n d in  the trainees room in  
the departmetU o f clinical psychology or contact my supervisor. Dr M arkHwrward
Thank you for taking the time to participate in this study.
Julia Macleod
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
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D em ographic Data  
Unique identifier number: ........
Before completing the questionnaires please complete the following information:
Gender: MALE / FEMALE (circle one)
Age: ..................
C ourse being studied:............. ........................................................................................................
Y ear o f  study: ...................
Please note: this informadon is  coded under your unique nwnber and your identity 
remains anonymous.
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URGENTLY SEEKING VOLUNTEERS!!
I am desperately trying to complete my research in 
fulfilment of a Clin. Psych Doc.
Your help would be gratefully appreciated, as I am short of 
participants, I am also aware of how busy you all are.
I am asking people to sacrifice 10 -  15 minutes of their time to 
complete 3 questionnaires.
•  T h e  a im  o f  th e  r e se a r c h  is to  v a lid a te  a r e la t iv e ly  n e w  q u e s t io n n a ir e ,  
th e r e fo r e  n o  c l in ic a l ju d g e m e n ts  o r  in te r p r e ta t io n s  w ill  b e  m a d e  fro m  
in d iv id u a l p a r t ic ip a n ts  r e sp o n se s .
•  I  w il l  d is tr ib u te  q u e s tio n n a ir e  p a c k s  o u ts id e  o f  le c tu r e  r o o m s  to  th o se  
w illin g  to  ta k e  p a r t. Y o u  ca n  e ith e r  c o m p le te  a n d  r e tu r n  th e m  to  m e  w h ile  
I w a it ,  o r  y o u  c a n  c o m p le te  th e m  a t y o u r  le isu r e  a n d  r e tu r n  th e m  to  a b o x  
m a r k e d  w ith  m y  n a m e  w h ic h  ca n  b e  fo u n d  in  th e  tr a in e e s  r o o m  in  th e  
D e p a r tm e n t  o f  C lin ic a l P sy c h o lo g y . U n fo r tu n a te ly  p r e s su r e  o f  t im e  
d ic ta te s  th a t  I  c o m p le te  m y  d a ta  c o lle c tio n  b y  2 8 ^  M a y , p le a se  h e lp  i f  y o u  
can !
A r e  th e r e  a n v  a d v a n ta g e s  o r  d isa d v a n ta g e s  in  ta k in g  p a rt?
Unfortunately there are no benefits for you other than the satisfaction of helping a colleague. 
There are no disadvantages.
C o n fid e n tia lity
Responses will be kept strictly confidential and anonymous at all times. You cannot be 
recognised or identified in any way.
W h o  h a s  re v ie w e d  th e  p ro jec t?
The project has been reviewed and approved by the University of Surrey Department 
of Ethics.
C o n ta c t  fo r  fu r th e r  in fo r m a tio n ;
If you have any questions or require any further information you can either email me at 
psm8im@surrev.ac.uk. Alternatively you can leave a message in my envelope, which can be 
found in the trainees room in the Department o f Clinical Psychology, or contact my 
supervisor. Dr Mark Hayward, Dept Clinical Psychology. Thank you for your attention and 
time.
Julia Macleod
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Sêlf-Raling Questionnâire
STAXl Rating Sheet (Form HS)
Dote.SexNome.
larital Status.Education.
PARTI
How I Feel Right Now When Angry or Furious
1. @ © 0
2. ® ® ©
3. © ©
4. ® © © ©
5. ® © © 0
6. ® © © ■ 0
7. .© © ■ 0
8. ® © © 0
9. ■® © © 0
10. © © 0
Total Items 1-10
PART 2
How I Generally Feel
T-Ang/T 11. © © © 0
T-Ang/r 12. © © © 0
T-Ang/T 13. © © © 0
T-/\ng/R 14. © © © 0
T-Ang/R 15. © © © 0
T-Ang/T 16. © © © 0
17. © © © 0
T-Ang/R 18. © © © 0
19. © © © 0
T-Ang/R 20. © © © 0
T-Ang = items 11-20
T-Ang/T = items 11,12,13,16 
T-Ang/R = items 14,15,18,20
AX/Con 21. © © © 0
AX/Out 22. © © © 0
AX/ln 23. © © © 0
AX/Con 24. © © © 0
AX/ln 25. © © © 0
AX/ln 26. © © © 0
AX/Out 27. © © © 0
AX/Con 28. © © © 0
AX/Out 29. © © © 0
AX/ln- 30. © © © 0
AX/Con 31. .© © © 0
AX/Out 32. © © © 0
AX/ln 33. © © © 0
AX/Out 34. © © © 0
AX/Con 35. © © © 0
AX/ln 36. © © © 0
AX/ln 37. © © © 0
AX/Con 38. © © © 0
AX/Out 39. © © © 0
AX/Con 40. © © © 0
AX/ln 41. © © © 0
AX/Out 42. © © © 0  ^
AX/Out 43. © © © 0
AX/Con 44. © © © 0
AVIn =  items 23 ,25 ,26,30,33 ,36,37 ,41  
AX/Out =  Items 22 ,27 ,29 ,32 ,34 ,39 ,42 ,43  
AX/Con =  items 21 ,24,28 ,31 ,35,38 ,40,44  
AX/EX +  AX/Out -  AX/Con +  16
R4nR Psycholo^cal Assessment Resources, lnc./P-0. Box 998/Odessa, FL 33556/Toil-Free 1-800-331-TEST
C o p y rig h t © 1 9 7 9 ,1 9 8 6 ,1 9 8 8  b y  P s y c h o lo g ic a l  A ssessm en t R eso u rc es . In c . AH righ ts  re s e rv e d . M ay  n o t  b e  r e p r o d u c e d  In w h o le  o r  In p o r t  in 
a n y  fo rm  o r  b y  o n y  m e a n s  w ith o u t w r it te n  p erm iss io n  o f  P sy ch o lo g ic a l A sse s sm e n t R e so u rc e s . In c . R eo rd er #R 0-1415 P rin te d  in t h e  U.S.A.
9 6 7  . . .  ________________________
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Parti Directions
A number of statements that people use to describe themselves are given below. Read each 
statement and then fill in the circle with the number which indicates how you feel right now, Remem­
ber that there ore no right or Wrong answers. Do not spend too much time on any one Maternent, 
but give the answer which seems to best describe your present feelings.
. Fill in (D for l)lot at all Fill in ®  for Moderately so
Fill in ®  for Somewhat Fill in 0  for Vfe/y much so
How I Feel Right Now
1. I am furious.
2. I feel irritated.
3. I feel angry.
4. I feel like yelling a t somebody.
5. I feel like breaking things.
6. I am mad,
7. I feel like banging on frie table.
8. I feel like hitting someone.
9. I am burned up.
10. I feel like swearing.
Port 2 Directions
A number of statements that people use to describe themselves ore given below. Read each 
statement and then fill in the circle with fr>e number which Indicates how you generally teel Remem­
ber that there are no right or v/rong answers. Do not spend too much time on any one statement, 
but give the answer which seems to best describe how you generally feel.
Fill In ®  tor Almost never Ffll in @ for Often
Fill In @ for Someffmes F\W In®-for Almost always
How 1 Generally Feel
11. I am quicktempered.
12. I have a fiery temper.
13. I am a hotheaded person.
14. I get angry when I'm slowed down by others' mistakes.
15. I feel annoyed when I am not given recognition for doing good work.
16. I fly off the handle.
17. When I get m ad. I say nasty things.
18. It makes me furious when I am criticized in front of others.
19.. When I get frustrated, I feel like hitting someone.
20. I feel infuriated when I do a good job and get a poor evaluation.
Continued ►
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Porto Directions
FUI in ©  for Almost n&ær Fill In @ for Often
nil in @ for Sometimes Fill in @ tor Almost alwoys
When Angiy or Furious...
21. I control my temper.
22. I express my anger.
23. I keep things in.
24. lam  patient with others.
25. I pout or sulk.
26. I wrihdrow from people.
27. 1 make sarcastic remarks to others.
28. I keep my cool.
29. I do things like slam doors.
30. I boil Inside, but I don't show It.
31. I control my behavior.
32. I argue with others.
33. I tend to harbor grudges that I don't tell anyone about.
34. I strike out at whatever infuriates me.
35. I can stop myself from losing my temper.
36. lam  secretly quite critical of others. '
37. I am  angrier than I am willing to admit.
38. I calm down faster than most other people.
39. I say nasty things.
40. I try to be tolerant and understanding.
41. i'm Irritated a great deal more than people are aware of.
42. I lose my temper.
43. If someone annoys me. I'm apt to teli him or her how I feel.
44. I control my angry feelings.
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Hospital Anxiety and 
Depression Scale (HADS) NFER-NELSONmroRMiN* ro g i sicitioMs
Name: Date:
Clinicians are aware that em otions play an important part in m ost illnesses. If your 
clinician knows about these feelings he or she w ill be able to help you more.
This questionnaire is designed to help your clinician to know how you feel. Read each  
item below and un derline th e  reply which com es c losest to how you have been feeling  
in the past week. Ignore the numbers printed at the edge o f the questionnaire.
Don’t take too long over your replies, your im m ediate reaction to each item will 
probably be more accurate than a long, thought-out response.
I feel tense or ‘wound up’
Most of the time 
A lot of the time 
From time to time, occasionally 
Not at all
I still enjoy the things I used to enjoy
Definitely as much 
Not quite so much 
Only a little 
Hardly at all
I get a sort of frightened feeiing as if 
something awful is about to happen
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn't worry me 
Not at all
I can laugh and see the funny side of things 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all
Worrying thoughts go through my mind
A great deal of the time 
A lot of the time 
Not too often 
Very little
I feel cheerful 
Never 
Not often 
Sometimes 
Most of the time
I can sit at ease attd fêêl félaxéd
Definitely 
Usually 
Not often 
Not at all
I feel as if I am slowed down 
Nearly all the time 
Very often 
Sometimes 
Not at all
I get a sort of frightened feeling like 
‘butterflies’ in the stomach 
Not at all 
Occasionally 
Quite often 
Very often
I have lost interest in my appearance
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
1 feel restless as if I have to be on 
the move 
Very much indeed 
Quite a lot 
Not very much 
Not at all
I look forward with enjoyment to things 
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I get sudden feelings of panic 
Very often indeed 
Quite often 
Not very often 
Not at all
I can enjoy a good book or radio or 
television programme 
Often 
Sometimes 
Not often 
Very seldom
Now check that you have answered all the questions
TOTAL
This form is printed in  green. Any o the r colour is an  unauthorized  photocopy.
HADS copyright ©R.P. Snalth and A.S. Zlgmond, 1983. 1992, 1994.
Record form items originaliy pubiished \n Acta P^chiatrlca Scandinavica 67. 361-70, copyright ©Munksgaard Internationai 
Publishers Ltd, Copenhagen, 1983.
This edition first published in 1994 by The NFER-NELSON Publishing Company Ltd, Darviiie House, 2 Oxford Road East,
Windsor, Berkshire SL4 IDF, UK. Ail rights reserved.
Code 4460 01 4 Printed in Great Britain 1 (6.94)
□
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Hospital Anxiety and 
Depression Scale (HADS) NFER-NELSONm r o t u i N s  r o v M  o e c i s i o n s
Name: Date:
CUnicians are aware that emotions play an important part in most illnesses. If your 
clinician knows about these feelings he or she will be able to help you more.
This questionnaire is designed to help your clinician to know how you feel. Read each 
item below and underline the reply which comes closest to how you have been feeling 
in the past week. Ignore the numbers printed at the edge of the questionnaire.
Don’t take too long over your replies, your immediate reaction to each item will 
probably be more accurate than a long, thought-out response.
i
I
I feel tense or ‘wound up’
Most of the time 
A lot of the time 
From time to time, occasionally 
Not at all
I still enjoy the things I used to enjoy
Definitely as much 
Not quite so much 
Only a little 
Hardly at all
I get a sort o f frightened feeling as if  
something awful is about to happen
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn’t worry me 
Not at all
I can laugh and see the funny side of things 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all
Worrying thoughts go through my mind
A great deal of the time 
A lot of the time 
Not too often 
Very little
I feel cheerful
Never 
Not often 
Sometimes 
Most of the time
I can sit at ease aftd feel relaxed 
Definitely 
Usually 
Not often 
Not at all
I feel as if  I am slowed down 
Nearly all the time 
Very often 
Sometimes 
Not at all
I get a sort o f frightened feeling like 
‘butterflies’ in the stomach
Not at all Ô
Occasionally i
Quite often ' 2
Very often j
I have lost interest in my appearance
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
I feel restless as if  I have to be on  
the move
Very much indeed ; 3 ;
Quite a lot ; 2;
Not very much JJ
Not at all i 0  ;
I look forward with enjoyment to things
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I get sudden feelings o f panic
Very often indeed 3 :
Quite often 2 ;
Not very often i „
Not at all 0
I can enjoy a good book or radio or 
television programme 
Often 
Sometimes 
Not often 
Very seldom
Now check that you have answered all the questions
TOTAt n
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c o n f i d e n t i a l
Psychological Therapies Services • Department of Psychiatry - Royal South Hants Hospital
EB S C A L E
Namei. D ate:.
Below is a list ofbelirfs people sometimes report. Please read each one and tick in one o f the boxes to indicate how much you believe 
it is true. Please give your ‘gut‘ response.
Agree
Strongly Agree Slightly Unsure
Disagree
Slightly
Disagree
Strongly
Other people are -worthless
I am a total failure
People think I am a bad person
Other people are inferior to me
People see me as worthless
I am worthless
Other people are total failures
Other people are totally weak & helpless
!
People see me as a total failure |
1
1 I
Other people are bad |
1 I
I am totally weak and helpless
People see me as unlovable
I am a bad person
People see me as totally weak & helpless
Other people are unlovabls
Other people look down on me
I am an inferior person
1
I am unlovable
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E B  S C A L E
Name:. Date:
B dow is  a lis t o fb d ieù people som etim es report. Please read each o iteand tickin  oae o f the boxes to indicate bow much you 
believe i t  is  true. Please give your *gut’response.
Agree
Strongly
Some people I  know axe worthless
Agree Slightly Unsure
Disagree
Slightly
Disagree
Strongly
I  am a  total failure
People tliink I am a bad person
I  know some realfy inferior people
People see m e as worthless
I  am worthless
Some people I  know are total failures
Some people I know are totalfy weak & helpless
People see me as a total failure
I know some bad people
I  am totally weak and helpless
People see me as unlovable
I am a bad perstm
People see me as totalfy weak & helpless
Some people I know are unlovable
Other people look down on me
I  am an inferior person
I am unlovable
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UNROTATED FACTOR SOLUTION
Total Variance Explained
Initial Eigenvalues Extraction Sums of Squared Loadings
Component Total % of Variance Cumulative % Total % of Variance Cumulative %
1 6.633 36.852 36.852 6.633 36.852 36.852
2 2.317 12.870 49.722 2.317 12.870 49.722
3 1.286 7.145 56.867 1.286 7.145 56.867
4 1.149 6.381 63.248 1.149 6.381 63.248
5 .977 5.428 68.676
6 .874 4.855 73.531
7 .716 3.976 77.506
8 .639 3.551 81.058
9 .595 3.308 84.366
10 .564 3.136 87.501
11 .481 2.674 90.175
12 .428 2.376 92.551
13 .417 2.318 94.868
14 .314 1.743 96.611
15 .256 1.422 98.034
16 .152 .843 98.877
17 .127 .704 99.581
18 .076 .419 100.000
Extraction Method: Principal Component Analysis.
Component Matrix(a)
Component
1 2 3 4
EBSQ1 .339 .636
EBSQ2 .868
EBSQ3 .709
EBSQ4 .490 .503
EBSQ5 .526 .303 .512
EBSQ6 .691 -.433
EBSQ7 .606 -.514
EBSQ8 .661 -.367
EBSQ9 .685
EBSQ10 .529 .525
EBSQ11 .755
EBSQ12 .731
EBSQ13 .751
EBSQ14 .812
EBSQ15 .610
EBSQ16 .523 .481 -.412
EBSQ17 .702 -.385
EBSQ18 .854
Extraction Method: Principal Component Analysis, a 4 components extracted.
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